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MANAGEMENT OF THE CARDIO- 
RENAL CASE* 








M. A. MORTENSEN, M. D., F. A. C. P. 
BATTLE CREEK, MICH. 


The cardio-renal case justly demands our 
earnest attention; first, because every practi- 
tioner meets the problems connected with this 
type of case every day in his daily practice, and, 
second, because this group of diseases has 
shown a steadily increasing mortality rate in 
the United States registration area for many 
years. We must also bear in mind the rather 
prolonged morbidity of this group of cases, 
with its associated economic factor. 

In dealing with any group of diseases we al- 
ways seek the cause as a guide in the manage- 
ment or treatment. In the cardio-renal case 
we are still more or less uncertain as to the 
definite cause of the disease, but, nevertheless, 
most authorities are agreed that some form of 
toxemia, as a rule chronic in type, is the funda- 
mental cause. With these facts in mind it be- 
comes our duty to study our patient from all 
angles to ascertain the presence of any possible 
source of toxemia. First, it is a good practice 
to search for any possible focus of infection, 
and this includes a careful study of the teeth, 
tonsils, sinuses, gall bladder, appendix, pros- 
tate and female pelvic organs. If we find rea- 
sonable evidence of chronic infection in any of 
these localities, they should be removed on gen- 
eral principle in order to help the body resist 
degenerative processes in the cardiovascular 
renal system. Another common source of tox- 
emia is the intestinal tract and it is very essen- 
tial that this should be given special study be- 
cause there is no doubt that intestinal stasis be- 
comes a disturbing factor in the well-being of 
the cardio-renal case. 

Assuming that we have a proper conception 
of any possible etiological factor, we next must 
‘make an inventory of the present. status of the 
patient. This means a careful search for any 
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symptoms of cardiac or renal disease. The 
condition of the heart is very important, be- 
cause any failure on the part of this organ 
means an added burden to the already limited 
kidney efficiency. 

Knowledge of the renal efficiency is very es- 
sential in guiding our efforts in behalf of the 
patient. Various methods may be used to as- 
certain this, but the simpler the method the 
more easily can the general practitioner keep 
himself informed as to the status of his patient. 
The Mosenthal renal diet test is probably the 
most complicated, but perhaps. gives us the 
broadest: knowledge of the efficiency of the kid- 
ney. It requires first class laboratory facilities, 
as well as trained technicians to carry out the 
details. The chemical analysis of the blood 
perhaps comes next in value, when it is thor- 
oughly and carefully done. This means that an 
estimation of the non-protein nitrogen, uric 
acid, creatinin and blood sugar must be ascer- 
tained. There is also the phenol-sulphone- 
phthalein test, which is perhaps the one most 
frequently used. This, however, has its limita- 
tions, especially for the general practitioner. 

More recently careful investigation has been 
made with reference to the urine concentration 
and diuresis test, and this is, by all means, the 
simplest means of studying renal efficiency. 
These tests have been especially developed by 
Olmstead, of St. Louis, and consist in having 
the patient go without food or water from sup- 
pertime, or approximately 6 P. M., until 6 A. 
M., at which time the bladder is emptied. The 
patient is instructed to go still another three 
hours without food or water and to collect the 
urine passed during this last three-hour period. 
The quantity should be carefully measured and 
the specific gravity taken. Urine should also be 
examined for albumin and casts, a procedure 
which can easily be carried out in any physi- 
cian’s office. 

In a normal concentration the patient would 
pass from 60 to perhaps 100 cubic centimeters, 
varying somewhat according to the size of the 
individual, with a specific gravity of 1:020 to 
1.035. In cases of renal inefficiency it is not 
unusual to get a quantity of 200 to 600 cubic 
centimeters, at a specific gravity of from 1.005 








to 1.010, indicating that the ability of the kid- 
neys to concentrate urine is very limited, and 
this means that efficiency of the kidney is in- 
terfered with. 

It is also essential that careful blood pressure 
estimations be made in these cases, and we must 
use care and judgment in our technic so as to 
get a correct reading. Preferably the patient 
should be freed of all apprehension and have 
sufficient time to rest so as not to include the 
influence of exercise in the systolic pressure. 
It is imperative to have a correct reading of the 
diastolic pressure, because in my experience I 
am convinced that a diastolic pressure that per- 
sists above 100 or more millimeters of mercury 
means beginning renal inefficiency, and the 
higher the diastolic pressure the more serious 
the situation, as this means a continuous strain 
on the blood vessels. 

In such cases we practically always find an 
increase in the nitrogen waste products in the 
blood and frequently an increase in blood sugar. 
These facts, when ascertained, give us an idea 
of the strain on the heart and blood vessels and 
serve to guide us in our instructions to the 
patient relative to physical effort. 

In the examination of the heart, it is very 
important to get a correct idea of its size, which 
may be obtained by careful percussion or by 
X-ray. This gives us an idea of the intensity 
of the circulatory strain, both as regards sever- 
ity and chronicity. A study of the heart sounds, 
both as to valve and muscle tone, should not be 
forgotten. Careful study of the conditions of 
the blood vessels is also important, and if one 
makes a systematic observation of the brachial 
arteries it is surprising how often definite evi- 
dence of arterial degeneration is found. A 
thorough investigation of the patient’s condi- 
- tion, as outlined, will give valuable information 
as to his status and a basis for further observa- 
tion. 

Every detail of our instructions to the pa- 
tient, as to his daily habits of living, is of great 
consequence; because of the fact that when 
cardio-renal disease is first established we have 


no means of producing a cure, therefore, we. 


must put the patient in the psychological atti- 
tude of accepting the situation and making the 
best of it, and a thorough study, as suggested 
above, forms a good basis for impressing him 
as to his condition and what must be done. 
First, it is essential to have the patient’s co- 
operation in eliminating all possible infection 
and also in avoiding infections that increase the 
body toxins. The next most important factor 
to impress on his mind is the diet and care of 
the gastro-intestinal tract. Unfortunately, the 
laity’s conception of a rational diet regime, even 
for a normal individual, is very vague. The 
student that goes to agricultural college gets in- 
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structions as to how and what to feed various 
domestic animals to get desired results, but we 
and our children go through school curriculum 
without any clear or concise instructions as to a 
normal, balanced ration, and much less what 
diet should be instituted in case of illness. 

In my experience such instruction has been 
productive of the greatest benefit in the major 
number of cases that have come under my ob- 
servation. He should be given a proper con- 
ception of the nutritive elements in the different 
types of food, and especially those that are 
rich in protein. Here, of course, we must vary 
our instructions somewhat, according to the 
severity of the case and the psychology of the 
individual. It is my practice in all cases that 
have high diastolic pressure with other evi- 
dences of renal inefficiency, to put them on a 
strictly non-flesh diet, and I suggest that they 
use perhaps one egg a day, together with two 
or three glasses of buttermilk as their source 
of protein. Unless the individual is physically 
active this will give a sufficient supply for the 
body needs, because other articles of diet will 
contain small amounts of protein, and thus the 
total intake is brought up to about 50 grams 
per day, which is ample. In the more severe 
cases we often further limit the protein intake. 
It is also imperative to impress upon the indi- 
vidual the necessity of being moderate in his 
total intake of food. There is no doubt that the 
great majority of people indulge in much more 
food than the body really needs, and this is de- 
cidedly detrimental to the cardio-renal case. If 
weight is normal then they should be instructed 
to take just sufficient food to keep it at that 
point, and it is surprising many times how the 
intake of food can be lessened and still maintain 
a proper weight. . 

In all these cases intestinal elimination must 
always be considered, and in my experience it 
is best to advise the use of fruits of all kinds 
that agree with the individual, together with 
the coarser vegetables or greens. This may 
have to be supplemented. by the use of bran, 
mineral oil or agar agar, in order to insure good 
intestinal elimination. I strenuously object to 
the recommendation often made of taking saline 
each morning on arising. In the course of time 
this produces a spastic, catarrhal condition of 
the colon and sooner or later will interfere with 
intestinal elimination. 

In the obese case, which is a common oc- 
currence in this group of diseases, it is very 
essential to restrict the diet so as to have the 
patient loose gradually to the desired weight, 
then he should be instructed to curtail eating, 
according to his fluctuations in weight. Many 
of these patients are of the type that over-in- 
dulge in food, and, consequently, they are often 
surprised to find how little food is required to 
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maintain weight at its normal. It is also very 

‘important to impress upon these individuals the 
necessity of being sparing in the use of salt and 
to eliminate the use of various condiments. 
The use of these ingredients are of no physio- 
logical benefit to the body and only serve to 
stimulate appetite and to make it more difficult 
for the individual to maintain a properly bal- 
anced bill of - fare. 

Some have reported that the low protein diet 
does not lower blood pressure, or vice versa. 
So far these reports are premature, as the ones 
I have seen have been based on short periods 
of observation, and my experience, as well as 
that of others, rather emphasizes the necessity 
of carrying on this regime over long periods of 
time. Some cases respond quickly and others 
may not respond at all. However, the latter 
group is rather small, except in the advanced 
cardio-renal case, with emphasis on the renal 
phase, as evidenced by the very high diastolic 
pressure. 

A word should be said concerning physical 
activities in these cases, and in order to give 
proper advice along these lines it is very neces- 
sary to form a definite opinion as to the capac- 
ity of the heart so as to give them an idea of 
the amount of effort permitted. It is our prac- 
tice to urge these individuals to devote consid- 
erable time to walking, but to keep within the 
limits of producing fatigue. I know of no 
better exercise to recommend than walking in 
cases with good myocardial efficiency and golf 
as the best form of recreation. Many of these 
people must also be warned against sudden 
effort, such as running to catch a street car, and 
when traveling to avoid carrying baggage to or 
through the trains, as such effort often causes 
serious symptoms of decompensation. 

Medicinal treatment is of very little value, 
excepting from the symptomatic standpoint. In 
the case that shows signs of failing heart I 
know of nothing better than digitalis to be used 
in doses, according to size of individual and the 
degree of decompensation. Again we may also 
have to resort to diuretics to stimulate the ac- 
tivity of the kidneys, and here diuretin, or 
similar drug, is of great value, especially when 
given with digitalis. In patients having a ten- 
dency to symptoms of angina pectoris diuretin 
is also of benefit in a certain percentage of 
cases, but nothing is better to eliminate the oc- 
currence of pain by improving myocardial effi- 
ciency than digitalis. For emergency nitro- 
glycerine must be used to relieve chest pain. 

In conclusion I wish to suggest that the 
medical profession take active interest in any 
effort that is being made to interest the laity in 
rational habits of living, and particularly in 
teaching them what is a rational or balanced 
bill of fare. At the present time most people 
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are guided entirely by appetite as to intake of 
food, regardless of whether it is a properly 
balanced ration. When the laity understand 
what is a rational dietary and also realize the 
importance of eliminating all chronic foci of in- 
fection, the occurrence of this group of diseases 
will be greatly diminished, and, in my opinion, 
it is up to the medical profession to encourage 
the adoption of a proper educational curriculum 
in our schools and colleges so that the coming 
generation may be properly informed on the 
subject of diet at least. 


DISCUSSION 


DR. FRANK J. SLADEN, Detroit: I have 
been asked to open this discussion. I am heartily 
in accord with the views expressed by the essay- 
ist. He has covered the field very completely. 
We still have some trouble in individual cases, 
no matter what resources we use. 


The first picture in my mind in reading the 
title of Dr. Mortenson’s paper was the cardiorenal 
case that is perhaps not so frequent now in our 
experience as it used to be—the individual with 
myocardial insufficiency, with hypertension, with 
diminished urinary output, and perhaps signs of 
impaired renal function, with retinal hemorrhages 
of which we saw more years ago than now. It 
is not always easy to determine whether the dis- 
ease is primarily cardiac or renal. Our interest 
concerns those patients who have not reached 
this extreme advance in the two domains of renal 
and cardiac disease. One would naturally sup- 
pose that every case ultimately would be cardio- 
renal, with much damage to one or the other or- 
gan. In most instances we are assuming the 
trouble is cardiorenal, or cardiorespiratory, or 
cardio anything if the patient is disorganized. It 
is a circulatory problem. We cannot differen- 
tiate these cases as to whether they are primarily 
renal or cardiac, and certainly we have reached 
the limit of our resources in repairing the dis- 
organized circulation. 

I was particularly interested in what Dr. Mor- 
tenson said with reference to diet. It seems to 
me, we are on the threshhold of some real things 
in the dietary treatment of chronic disorders. 

The one feature of cardiorenal cases which 
attracted my attention and interest has been 
those patients who early in their career or at 
later stages present themselves with hyperten- 
sion, patients in whom it is difficult to determine 
the cause of hypertension, where all the tests 
referred to of renal function are quite satisfac- 
tory. We take it for granted that a chronic case 
of nephritis or a cardiorenal case does not de- 
velop over night. There must be degrees of se- 
verity in the process of development in these de- 
generative conditions. In these cases of hyper- 
tension we are at a loss to determine the cause 
of the hypertension, and we try to satisfy our- 
selves at the time whether in such cases there 
may be impaired renal function accompanied by 
renal or cardiac case under surroundings that are 
hypertension. We should immediately put the 
most protection to that patient. If we consider 
the renal functional tests, none of them demon- 
strate renal function under a load. 

Little has been done on that point alone. Addis, 
of San Francisco, has published a report on giv- 
ing large doses of urea, and several points have 
been brought out in connection with cardiac cases, 
and among them the method of examination. 
Myocardial function under strain should not need 
protection. At the present time we are investi- 
gating cases of suspected renal disease under pro- 
tection. 

So far as the present tests of renal function 
are concerned, they open up possibilities. From 
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the experience we have had during the last winter, 
in several instances we felt absolutely sure of an 
impending uremia in a renal case, and yet the 
patient went through with only a moderate im- 
pairment of function. We have gone a step fur- 
ther in the investigation of that case and have 
found out from urinary investigation and blood 
stream investigation that the various elements are 
excreted by the kidney. 

Reference was made to the remarks of Dr. 
Crile of giving oxygen to the tissue cell which, 
after all, is an important factor in connection with 
toxemia, and of which we know very little at 
this time. 


DR MORTENSON, (closing): I have very lit- 
tle to add to what I have already said except to 
agree with Dr. Sladen in studying these cases 
under various conditions. We may look upon the 
urine concentration test as forcing the kidney in 
its ability to concentrate urine. We can be rea- 
sonably certain that if it cannot concentrate urine 
at the end of fifteen hours of absolute absence of 
intake of water or food, we are putting a strain 
on the kidney. I might amplify what I have 
said relative to the tests in these cases. I had 
recently a case that was very interesting in which 
there was a history of albuminuria for twelve 
years. The patient was forty years of age and 
had never been able to obtain life insurance be- 
cause of albumin. He came to me, and wanted 
to know what the situation was relative to his 
kidney. We made various tests involving blood 
estimations and found the blood condition to be 
absolutely normal. We gave the urine concen- 
tration test. That was normal. We went a step 
further and had him drink two and a half liters 
of water in two hours time and to save the urine. 
From the time he started drinking that water 
until the three hour period was passed, he elim- 
inated 2100 ec. c. at a specific gravity of a 1002, 
showing the capacity of his kidney at the various 
extremes was normal. By that simple test I felt 
justified in telling him he need not pay special 
attention to the presence of albumin in his urine; 
that his kidneys were able to do their work prop- 
erly; that wtih ordinary precautions I saw no 
reason why he should not live a natural life in 
health, so that it is very important to get the 
present status of this type of cases to formulate 
our plan of regime in managing them, 

Relative to impending uremia mentioned by 
Dr. Sladen, I have had some peculiar experiences 
in that regard. Of course, we expect in uremia, 
when we examine the blood, to find a high con- 
tent of nitrogen in the waste product. Every now 
and then, say two or three times a year, I get a 
patient of this sort that has perhaps convulsions, 
very high blood pressure, and so on. But on ex- 
amination of the blood we find very little that is 
abnormal. Is it not possible that we have in the 
blood some other substance that perhaps comes 
from a faulty metabolism, and we have not 
learned to estimate in the blood what causes these 
symptoms of uremia? We have a very interesting 


problem before us in the study of this type of 
cases. 





THE RESPONSIBILITY OF THE GEN- 
ERAL PRACTITIONER TO THE 
PHARMACOPOEIA* 


C. W. EDMUNDS, M. D. 
ANN ARBOR, MICH. 


The subject which I would place before you 
under whatever title it may be called, whether 
it be the relationship or the responsibility or 


*Presented before the Hillsdale County Medical So- 
ciety, Hillsdale, Mich. 


GENERAL PRACTITIONER JOUR. M.S. M.S. 


the obligation of the general practitioner to 
the Pharmacopoeia, is, briefly stated, the im- 
provement of our official list of drugs—the 
simplification of our materia medica. The term 
“Pharmacopoeia” then is symbolic; it repre- 
sents the drug needs of the entire nation as 
expressed in the prescriptions of the practition- 
ers of medicine from Maine to California; 
from Oregon to Florida. Yes, and even wider 
as we must broaden our thoughts to include 
also Cuba and the Philippines. It is not out of 
place nor untimely to consider the subject now, 
inasmuch as the Pharmacopoeia is undergoing 
its decennial revision and it becomes a matter 
of the greatest interest and importance to decide 
what drugs shall and what drugs shall not be 
included within its covers. _For many years 
past the Pharmacopoeia has not been held in 
very high esteem by the rank and file of the 
medical profession due partially, perhaps, to a 
misconception of its function. It has been felt 
by many that it did not represent the best in 
therapeutics and was therefore not abreast of 
modern medical practice. Many widely used 
drugs were not within its pages while multi- 
tudes of others that were largely superfluous or 
useless were retained. In short, the book, 
largely due to medical neglect perhaps, has not 
represented the best in medical thought and it 
has therefore been widely ignored. In discuss- 
ing its function it must be remembered that the 
book must not be considered as a treatise on 
therapeutics but at the same time it may be said 
that it should represent the best in therapeutics 
and not the worst. It is indeed a book of stand- 
ards, but obviously it cannot attempt to stand- 
-ardize every drug which is used by the 150,000 
practicing physicians of the United States, 
Cuba and the Philippines. And therein lies one 
difficulty. Who shall decide the question or 
draw the line between a skeleton pharma- 
cepoeia which would satisfy the needs on the 
one hand of a professor of medicine who is en- 
gaged in a limited hospital practice, and the re- 
quirements of a government official who is re- 
sponsible for the standards of all the drugs 
which are imported into this country? Both 
men have legitimate needs and arguments to 
support them and it is the task of the pharma- 
copoeial revision committee to decide between 
them. 

- Within the revision committee the responsi- 
bility of deciding what drugs shall be included 
in the book has been delegated in this revision 
to the medical members of the committee. Cer- 
tainly a very logical decision. It would seem 
axiomatic that questions of a medical nature 
should be decided by the physicians on the com- 
mittee while those concerning pharmaceutical 
problems should be left to the pharmacists. 
Simple as this rule may seem the present re- 
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vision marks the first in which it has been 
adopted in modern times. The importance of 
this rule insofar as the pharmacopoeia is con- 
cerned can hardly be overestimated. It lays a 
great responsibility upon the physicians of the 
committee—they must weigh most carefully the 
claims of the different drugs and preparations 
and then make their decisions, basing them 
upon the best scientific knowledge of the day, 
combined with a knowledge of the needs of the 
country as reflected in the prescriptions of the 
practitioners of medicine. It is in regard to 


this latter phase of the question that the great: 


difficulty arises. It is impossible to please every- 
body. It would be easy perhaps for each of us 
to prepare a list of drugs which, according to 
our own views, would meet the scientific test 
and which at the same time should satisfy the 
needs of the medical profession, but how would 
these lists agree? Many of the important 
drugs, such as opium, mercury and digitalis, 
would doubtless appear upon all the lists, 
but there would be many more upon which 
there would be no agreement. They would be 
accepted by some, only to be rejected by others. 
Variations such as these depending upon the 
personal preferences of the individual physician 
have resulted in the present pharmacopoeia with 
its 800 or 900 drugs. Take for instance the 
bromides—who shall say that all physicians 
shall use either the sodium or the potassium 
salt to the exclusion of the ammonium, calcium 
or strontium salt? And yet to admit all these 
salts would add unnecessary drugs to the 
official list for the sake of securing a bromide 
effect. Similar statements can easily be made 
as to the various salts of the iodides and of the 
salicylates. Also, should a physician be limited 
to one salt of each alkaloid? Something can 
certainly be done to shorten such lists and it 
might seem that the revision committee should 
exercise its undoubted power and eliminate at 
least some of these duplications. But it would 
not be wise to go too far. The bromide or the 
iodide effect is undoubtedly obtained from all 
these salts and so the patient does not suffer, 
and that is really the important thing, and it is 
certainly true that some physicians have a de- 
cided preference for one salt over another and 
they should be allowed that freedom of choice. 

With some other drugs the situation is not 
exactly the same, as they are not all of equal 
value and the best should be chosen and the 
others deleted. Take digitalis, for example. 
Here the tincture is without doubt the best 
preparation and there is no necessity for any 
other. Nor, for oral administration, is there a 
need for any of the digitalis substitutes, such 
as strophanthus, squills, or convallaria. If 
therefore, the tincture of digitalis is the best 
Pteparation in this group it certainly follows 
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that it should always be administered to patients 
and there is no necessity for admitting any 
other preparation in this series except strophan- 
thin for intravenous injection. The physician 
should have freedom of choice, but that choice 
in all justice to the patient must be based upon 
the best scientific knowledge available whether 
it comes from the bedside or from the labora- 
tory, and usually the best results are gained by 
checking the data obtained from one source 
against that obtained from the other. 

After all then, is not the pharmacopoeia pri- 
marily for the general practitioner of medicine 
and not for the specialist nor for the govern- 
ment official and does not its improvement, 
which really means its simplification, depend 
upon him? As a matter of fact, from the 
practical standpoint, it cannot advance faster 
than the rank and file of the profession. We 
have to face the facts even though it injures 
our pride as a profession. The pharmacopoeia 
is still filled, or at least littered, by useless or 
inferior remedies because these remedies are 
still prescribed to a considerable extent by the 
profession. If an effort is made to delete some 
of these worthless or inferior drugs there is an 
immediate and more or less widespread protest 
against such action, the protest being based 
upon the fancied needs of the profession. Al- 
ready protests are being registered against the 
omission of certain drugs which the committee 
has voted to delete. And yet we must not be 
too pessimistic, as progress is being made. 
Already over 100 preparations have been se- 
lected for deletion and about 200 more are still 
under discussion. About 500 preparations 
which are in the present pharmacopoeia have 
been readmitted to the new revision and some 
30 new ones added, such as acetyl salicylic acid, 
organic silver compounds, barbital, arsphena- 
mine, procaine and dichloramineT. Now, if 
this number of items is to be curtailed in future 
editions and we really are to get a pharma- 
copoeia of convenient size and containing only 
drugs and preparations which are believed to 
have medicinal value, the initiative must come 
from the medical profession. 

Physicians must endeavor to ascertain as ac- 
curately as possible the latest knowledge upon 
the action and usefulness of the drugs they 
employ. How many physicians purchase the 
latest works on pharmacology with the same 
regularity that they buy new editions on sur- 
gery or medicine? Do not too many of them 
rely upon the pharmacologies which they used 
as sophomore or junior medical students, and 
many of these books I am afraid are as dusty 
as the family bibles. 

Omitting now the knowledge of drug action 
which comes from personal experience, which, 
with the exception of a few well tried remedies, 
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is exceedingly hard to gauge and evaluate in a 
practice confined largely to the homes of pa- 
tients ; and the information derived from stand- 
ard textbooks and articles in the best medical 
journals, there is still another source of infor- 
mation which it would seem must be largely re- 
lied upon by a certain group of medical men. 
This mine of so-called information is the ad- 
vertising columns of many medical journals and 
the pseudo-scientific literature of drug houses 
which floods our daily mail. The preparations 
so advertised must be prescribed by physicians 
or the manufacturers could not meet their ad- 
vertising bills. What real knowledge can any 
physician have of the true composition of such 
preparations? The great majority of them are 
irrational and unscientific mixtures designed 
primarily for the enrichment of the manufac- 
turers. They are recommended for this ail- 
ment or that and their appeal can only be to the 
unthinking physician and yet, as I have said, 
they must be extensively employed. The 
claims of even the better remedies in this group 
are too often supported by scientific literature 
which is really not scientific, or, what is still 
more dangerous, is only partly scientific. It is 
neither unprejudiced nor unbiased. If an up- 
to-date example be needed all we have to do 
is to read the current vitamine literature and 
advertisements. I might add, by way of paren- 
thesis, that if the manufacturers should tell 
only the truth about the vitamines, and by that 
I mean the whole truth, there practically would 
be no call for them as drugs in this country. 
Some one would certainly suffer in such a case, 
but it would not be the public. 

To come back once more to our subject: 
Can progress in scientific materia medica be 
made by any such means? And yet, are we 
going to stand still? Are we going to say that 
no physician shall prescribe any drug unless it 
is in the U. S. P.? If we make such a demand 
how are we going to make any progress? 
Where are our new drugs to come from? The 
pharmacopoeia is from the very nature of 
things bound to be conservative and may even 
. be said to be years behind the most advanced 
scientific therapeutic thought. But the pharma- 
copoeia must grow and this growth must be 
not only by the leaving of dead and useless ma- 
terial behind, but by the addition of new and 
well tried remedies. But how can they be 
proved or be weighed in the balance if the 
average physician is not furnished with an 
exact statement of the composition of the pre- 
paration and also has not at his disposal the 
time or facilities for making a just estimate of 
their probable value? 

It. was exactly that question which con- 
fronted the organized profession some twenty 
years ago, when an effort was being made to 
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rid therapeutics of the multitudinous so-called 
remedies which had been foisted upon it by 
commercial interests. An answer to the ques- 
tion was found in the establishment of a na- 
tional committee or referee board known as the 


Council of Pharmacy and Chemistry of the A. 


M. A. This committee or council is composed 
of sixteen members representing chemistry, 
pharmacy, bacteriology, pharmacology and in- 
ternal medicine, including pediatrics, For some 
seventeen or eighteen years this council has 
been functioning as a judicial body, passing 
upon the claims which are submitted for new 
remedies and admitting those which conform 
to its rules into a book which is known as the 
“New and Non-Official Remedies.” The rules 
of the council as they stand today are an out- 
growth of the experience gained through many 
years. They are formed primarily with a view 
to protect the public and the profession from 
fraud, undesirable secrecy and objectionable 
advertising. One of the fundamental rules 
which must be met in order that a remedy may 
be considered for admission into “New and 
Non-Official Remedies,” is that its composition 
must be furnished to the council together with 
tests for its purity and identity. The reason- 
ableness of this rule is evident to every physi- 
cian; as it is his right and duty to know the es- 
sential composition of every remedy which he 
prescribes for a patient. Direct or indirect ad- 
vertising to the laity is not permitted as tending 
to self medication and concealment of serious 
disease. The irresponsible claims which are 
made in the lay press are especially undesirable 
and the cataloging of symptoms and indications 
for a remedy either in the newspapers or on the 
packages of the drugs have often unfortunate 
effects. All physicians are familiar with the 
harm resulting from such exploitation. 

No false claims or statements may be made 
as to the origin of an article nor shall unwar- 
ranted therapeutic claims be made for any 
remedy. Certainly reasonable demands! There 
is nothing in any of the rules which would in- 
terfere in any way with the introduction to the 
medical profession of any new remedy which 
might promise therapeutic value provided it is 
introduced in an ethical manner, suitably 
named and no false or misleading statements 
regarding its composition or therapeutic value 
be made for it. Why should any manufac- 
turer object to the work of the council if the 
remedies they introduce are intended primarily 
for the benefit of the suffering public? It 
should be clearly understood also that the work 
of the council is not primarily for the benefit 
of the physician, but only to enable the physi- 
cian to serve the public better by furnishing 
him accurate information concerning the newer 
remedies he might wish to employ. The phy- 
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sician is then in a position to test the substances 
intelligently and if. after three, five or ten years 
they prove of value, they may be admitted to 
the U. S. P., while if they have not lived up to 


expectations they may disappear entirely from 
therapeutic use. 


The council is seeking also in other ways to 
aid therapeutics and to this end has published 
a little book upon “Useful Drugs,” giving in a 
concise manner the main facts concerning the 
more important drugs. It has, through its Com- 
mittee on Therapeutic Research, supervised and 
supported numerous research problems upon 
subjects of therapeutic interest. It has spon- 
sored many articles upon different aspects of 
therapeutics, among the most recent of which 
may be mentioned a series of papers on “Bio- 
logical Therapy,” in which an attempt has been 
made to place before the medical public the 
present status of this important subject. An- 


other article which might he mentioned is the 
recent statement concerning quinidine, in which 


‘the present state of our knowledge concerning 


this interesting drug is given for the benefit of 
those interested. 


These articles are prepared either by some . 


member of the council or by someone else. 
selected by the council whose special work and 
study has made him capable of speaking with 
authority upon the subjects assigned. And 
here it might be pointed out that the council 
does not by any means base its decisions alone 
upon the views of its own members but has al- 
ways had the aid of a large group of consult- 
ants representing all sections of the country and 
every phase of medical practice. Much of the 
value of its work is due to the help and advice 
which it has so freely received from this list of 
consultants. 


All of the work of the council of course is 
not entirely pleasant. Many times prepara- 
tions are considered by it which must be de- 
clined recognition either because of false state-. 
ments concerning constitution, or because exag- 
gerated and unwarranted therapeutic claims are 
made for the preparation or for failure to com- 
ply with one of the other rules of the council. 
One of the hardest rules to enforce is the one 
concerning therapeutic claims. How much lee- 
way shall be allowed the manufacturer for 
therapeutic optimism, fortified as it is often by 
testimonials from physicians. Here, of course, 
a conservative attitude must be maintained, but 
usually in such cases the claims made are of 
such a character that there is little difficulty in 
drawing the line between probability and ab- 
surdity. Also, in case of doubt, the question 
night well be asked whether the manufacturer 
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or the patient be given the benefit of the doubt. 
It is a case of “dividends” versus health, or 
even life itself. 


Such then is in brief the contribution which 
the American Medical Association, through its 
Council on Pharmacy and Chemistry, is en- 
deavoring, to make to the progress of rational 
therapeutics, and the question arises as to what 
the practicing physician can do to assist. 


First, I would say support the work which is 
being done by prescribing only U. S. P., and 
N. N. R. remedies. Referring only to the 
latter publication it would be.an encouragement 
to the manufacturer who vs trying to advance 
therapeutics along legitimate and ethical lines 
to give his products the preference. How many 
physicians, when they see a statement in the 
Journal that a product has been dropped from 
N. N. R. for false and misleading claims cease 
to prescribe it, or what would be even more 
helpful, write to the manufacturer and protest 
against such claims being made. I believe no 
action which a physician could take would be 
of more assistance to scientific therapeutics. 
If a remedy comes within the scope of the book 
and is not included find out why it has not been 
accepted. Ask manufacturers why it is neces- 
sary to make claims for apparently valuable 
drugs which are not justified or are unwar- 
ranted, making it necessary to. include such 
drugs in a special section in the back of N. N. 
R. Such requests for information would be 
highly effective, as manufacturers are very 


susceptible to the springs which feed their 
treasuries. 


Secondly, physicians can often make valuable 
contributions to therapeutic knowledge by re- 
porting observations which they have made 
upon the actions, advantages or disadvantages 
of certain drugs. Accurate observations are 
from the very nature of things hard to make in 
the homes, but with the growth of local hos- 
pitals, improved opportunities will be available 
for such work. And finally, to come back to 
our starting point, it must be remembered that 
the U. S. P. is not the final word in thera- 
peutics. It must grow—by deletions and by 
additions. Materia Medica must progress,: but 
it can only do so along scientific lines. New 
drugs are welcomed provided they show signs 
of therapeutic worth and are marketed along 
ethical lines. It must not be supposed that such 
drugs are primarily to furnish dividends to 
stockholders. They are first of all for the re- 
lief of the suffering, and physicians as agents 
for their administration, are entitled to know 
absolutely what they are prescribing and to 
have proper standards of strength and purity 
provided for the same. No physician can 
afford to demand less. 
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NITROUS-OXIDE-OXYGEN ANAES- 
THESIA IN MAJOR SURGERY* 





ALEXANDER W. BLAIN, M. D., F, A. C. S. 
DETROIT MICH. 


The fact that the two foremost American 
Surgical Clinics have made radical changes in 
the methods of surgical anaesthesia in the past 
two years tends to prove that the topic of an- 
aesthesia is a live subject and by no means a 
closed chapter. 


Ether, nitrous oxide-oxygen, and chloroform 
are essentially the inhalation anaesthetics in use 
in this country today. Chloroform? has 
been practically removed from the armamen- 
tarium of the surgeon as too dangerous an 
agent, though it still finds favor with the gen- 
eral practitioner and in obstetrical practice. 
Local anaesthesia has made vast strides in the 
past fifteen years so that it is now possible to 
do essentially 80 per cent of all surgery by 
means of this method. This has been made 
possible by the perfection of novocaine, which 
is essentially non-toxic in the amounts neces- 
sary for good anaesthesia. 


In the selection of the anaesthetic we have 
three important considerations: (1) Primary 
mortality ; (2) delayed mortality; and (3) mor- 
bidity. As a result of the elimination of chlor- 
oform, the primary mortality has been mark- 
edly reduced. There still remains, however, a 
small percentage of deaths on the operating 
table from the anaesthetic per se. This again 
has been markedly reduced in the hands of the 
trained anaesthetist. Of delayed deaths, or 
deaths shortly after the patient has returned to 
bed, there is still a large number. This is es- 
pecially true in the use of ether. While the 
anaesthetic is only one of the factors, it is un- 
doubtedly the greatest factor in a large per- 
centage of cases. The term shock is used in a 
sort of vague way to describe a phenomenon 
about which we seem to know as yet but little. 
That hemorrhage and trauma play a part we 
know only too well, but still we see cases which 
have had little trauma and no ehmorrhage with 
rapid pulse, drop in blood pressure and a gen- 
eral state of depression after a deep ether nar- 
cosis. 

The subject of morbidity has increased in 
importance with the general increase of sur- 
gical therapy in the treatment of various patho- 
‘logical conditions. Patients are no longer sat- 
isfied and the operation is not classed as suc- 
cessful by the laity if the patient merely es- 





*Read before the Surgical Section, Michigan State 
Medical Society, Flint, June 9, 1922. From the De- 
partment of Surgery, Jefferson Clinic. 

tBlain—A Clinical Study of General Anaesthesia. 
York Medical Journal, May, 1898. 
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capes with his life, for he had that before the 
operation. How often must surgeons explain 
to their patients that a long time will be re- 
quired for them to recuperate from their opera- 
tion and only too often do the patients find this 
true. With the improvement of surgical re- 
sults has come an increased confidence on the 
part of the public and a willingness to submit 
to early operation. This is particularly notice- 
able in appendicitis, exopthalmic goiter, etc. 
An early operation often lowers the morbidity, 
not from the operation itself, but due to the 
prevention of degeneration of other organs— 
the heart, the liver and the brain—as a result of 
disease. Early operation is thus the greatest 
factor in lowering morbidity in most cases. If 
we were to get all surgical cases early there 
would be essentially no mortality and a much 
lower morbidity. But unfortunately for var- 
ious reasons, a large percentage of patients still 
get to the surgeon late, so that the mortality 
of the seriously ill is still appalling. If we are 
to further increase our good results, it must 
be by more attention to those seriously ill, i. e., 
those suffering from shock, from starvation, 
from sepsis, and from.toxemia. 

In the consideration of the latter class the 
choice of anaesthesia is of paramount import- 
ance and by its selection and skill of administra- 
tion will our end results in no small way be 
influenced. 

Nitrous-oxide gas combined with oxygen in 
the proportion of about 85 per cent to 15 per 
cent has been gradually gaining in favor as the 
anaesthetic of choice in major surgical pro- 
ceedures. It has the advantage over ether and 
chloroform that it does not of itself produce 
shock, that it is pleasant to take, that it is elim- 
inated as soon as the anaesthetic agent is with- 
drawn, that nausea and vomiting as a result of 
the anaesthetic agent are minimized, and, that 
when properly given, it has the smallest prim- 
ary and secondary mortality. If the latter 
sweeping statements are true, why should nit- 
rous oxide-oxygen not immediately supercede 
all other inhalation anaesthetics. The answers 
are many: (1) The expense far exceeds the 
cost of other agents, (2) it requires a highly 
trained anaesthetist for its administration, (3) 
the apparatus for its administration is cumber- 
some, complicated and expensive, (4) it is im- 
possible to get the required amount of relaxa- 
tion necessary in some operations especially 
within the abdomen and pelvis, and (5) last, 
but not least, the anasethetic is much more try- 
ing on the surgeon. 

Do the advantages over-balance the disad- 
vantages? Our answer, after six years of use 
of gas as a routine anaesthetic, is most certainly 
in the affirmative. We are not dogmatic how- 
ever and recognize its limitations. From the 
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standpoint of the operator, gas has its limita- 
tions. How are we then to overcome these 
shortcommings? ‘This can be accomplished by 
the combining of local anaesthesia with gas. 
As we have stated above, a large percentage of 
all surgery can be performed under local anaes- 
thesia. But local anaesthesia alone does not 
eliminate the psychic factor—the mental 
anxiety alone being an important factor in the 
production of shock. If this is attempted by 
the use of larger doses of morphine, we are 
treading on dangerous ground as morphine is 
safe only within certain limits. The use of 
local anaesthesia alone gives in many cases a 
demonstration of the skill of the operator, but 
too often it amounts to skillful surgical gym- 
nastics with the patient playing the role of an 
unappreciative listner. However, local anaes- 
thesia does eliminate the local pain and the con- 
duction of traumatic impulses to the brain. 
The fact that the patient is unconscious regard- 
less of the agent, does not limit the actual dam- 
age to the brain cells by the operative trauma. 
Under local anaesthesia this is made possible. 
It further eliminates to a great extent the time 
factor in operating. There is no need for 
rushing. 

There are other factors of importance, among 
them being the preparation of the patient for 
operation in elective cases; I mean the mental 
preparation. The patient is probably not ac- 
customed to hospital routine and is liable to be 
frightened and apprehensive. All sources of 
anxiety and worry must be removed and the 
confidence of the patient must be gained. All 
annoyances and unnecessary noises must be 
eliminated. Pleasant surroundings are impera- 
tive, and the subject of operation should be 
avoided to as great an extent as_ possible. 
Every consideration should be shown the pa- 
tient by the doctor, the assistants, the nurses, 
and attendants. This all constitutes a part of 
the anaesthesia. A good night’s sleep on the 
night previous to the operation is essential and 
can be secured by drugs, and for this we prefer 
the combination of 10 to 20 grains of sodium 
bromide, 10 grains of chloretone, and % to 1 
grain of codeine. Our patients, except chil- 
dren and the aged are given % to &% grain of 
morphine and 1/200 to 1/150 grain of hyos- 
cine one-half hour before the operation. 

The use of local and gas does not meet all 
of the requirements of the surgeon in some 
cases, and at times it is necessary to give a 
small amount of ether for a few minutes to se- 
cure relaxation. 


The combination of the above agents has 
long been advocated by Crile under the descrip- 
tive term anoci-association or anociation. He 
stands today as the foremost champion of gen- 


tleness in operation, protection of the patient, 
lower mortality, and lower morbidity. 

To return to the subject of nitrous oxide- 
oxygen as an anaesthetic agent without proper 
adjuncts, its place in major surgery is very 
small and in the hands of the average surgeon 
would give results far inferior to ether. If 
gas anaesthesia is to be employed successfully 
in major surgery, the following requirements 
are absolutely necessary: (1) A trained 
anaesthetist; (2) the surgeon must work each 
day with gas and not reserve it for any special 
class of cases; (3) the patient must be kept 
pink at all stages of the operation. If the sur- 
geon deviates from any of these rules, he is 
courting disaster. If the surgeon wishes to 
employ gas he should meet its shortcomings by 
other agents, not by increasing the strength of 
the gas. 

The more serious the patient’s condition, the 
better they take the anaesthetic from the 
anaesthetist’s point of view, but the more it 
becomes a factor of harm. In the seriously ill, 
analgesia§ plus local while more difficult to 
handle, is the best for the patient; it rules out 
the emotions as well as pain and thus psychic 
shock is prevented. 

If the surgeon selects his patient. for opera- 
tion, eliminating the bad risks; if the height of 
his interest is in conserving his own mortality 
rate rather than in the saving of extra lives; if 
he operates under deep ether narcosis with the 
relaxation of the post-mortem room, he surely 
will conserve much of his own energy, but he 
will fall short of doing his duty as a physician. 
Carstens used to preach to his internes, “Be a 
lion or a mouse” and the surgeon of today still 
needs the heart of a lion in his deliberations. 
Gas-oxygen combined with local anaesthesia 
(% to 2 per cent novocain) conserves the 
strength of the ordinary surgical case, elimin- 
ates shock, and reduces morbidity from opera- 
tive proceedure to a minimum. Anociation 
combined with direct blood transfusion extends 
operability to the seriously ill, the jaundiced, 
the starved, the diabetic and the highly toxic. 
By its means it is possible to operate without 
an increase in the pulse rate or a fall in the 
blood pressure. 

CONCLUSIONS 


1) We are concerned today with the. fur- 
ther lowering of our surgical mortality and 
morbidity. Nitrous oxide used as a routine 
anaesthetic is one of the big factors in accomp- 
lishing this end. 


(2) Nitrous oxide-oxygen alone is entirely 
inadequate as an anaesthetic in the great ma- 





§Crile—Some Considerations of Acute Abdominal Con- 
ditions in Gynecology. New York State Journal of 
Medicine, October, 1921. 
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It should be 


jority of surgical operations. 
combined with local anaesthesia. 


(3) In administering nitrous oxide anaes- 
thesia, the patient’s color should at all times be 
pink. If the patient becomes livid the good 
results of the anaesthesia are defeated and the 
agent becomes a dangerous one. 


(4) Nitrous oxide-oxygen is the safest of 
the inhalation anaesthetics in the hands of the 
expert. In the hands of the novice, it is the 
most dangerous. 


(5) Nitrous oxide-oxygen preceeded by 
morphine and hyocine and combined with novo- 
caine (anociation) is an ideal anaesthetic and 
will give the best results in mortality, in mor- 
bidity, and in further extending help to a large 
class of patients which in some cases are 
classed as inoperable because of their serious 
condition. 


—2201 JEFFERSON AVENUE, EAST. 
DISCUSSION 


DR. E. O. SAGE, Detroit: 
enjoyed Dr. Blaine’s paper on nitrous oxide in 
major surgery. I agree with him in most in- 
stances that nitrous oxide is the anesthetic of 
choice, always preceded, however, by the use of 
morphine and hyocine, without which it is almost 
impossible to get sufficient relaxation, especially 
in abdominal work. Another thing, if the anes- 
thetist knows his surgeon he will find the success 
of the anesthetic will be much better. 


Regarding color, most text-books state that a 
successful nitrous oxide anesthetic is when the 
patient is kept pink. In reality the color of the 
patient will depend on the amount of hemoglobin; 
for instance, if you have a very anemic patient 
you will not change the color on giving a satur- 
ated solution or a straight nitrous oxide anes- 
thetic, so for that reason you cannot consider the 
pink color as meaning that the patient is in a 
condition of sufficient relaxation for operation. 
The blood pressure is surely a measure of prime. 
importance, especially in the so-called trying out 
of a patient preparatory to operation. The pa- 
tient who can be saturated with nitrous oxide 
and come back and be resaturated will stand al- 
most any surgical interference, 


Another feature that I believe. Dr, Blain did 
not mention was rebreathing. I feel that one of 
the most important factors in successful nitrous 
oxide anesthesia is rebreathing. That can be 
very easily measured. I believe a machine so 
constructed that we can see the amount of new 
gases that go in will help to carry on a very suc- 
cessful anesthetic. That is brought out in this 
way: Given the amount in cubic centimeters 
that the patient can breathe, that is breathing at 
one inspiration or one expiration, and counting 
the number of respirations per minute, tables 
have been worked out by some of the best men 
in the country by which we can estimate a defin- 
nite amount of rebreathing that will keep up the 
carbon dioxide that is essential in keeping the pa- 
tient going. 

Too little cannot be said regarding the training 
of anesthetists. The anesthetist rather than the 
doctor is more often I believe in‘a position to 
judge the patient’s ability to withstand any sort 
of an operation. I believe if the laity themselves 
knew of the value of the anesthetic they would 
surely put more emphasis on who is to give the 
anesthetic. A very excellent gentleman and doc- 
tor whom most of us knew, Dr. Charles Moots, 
once said that he had told Mrs. Moots if he be- 


I have thoroughly 
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came unconscious from something’ that required 
immediate surgical interference to insist on a 
good anesthetist; any good surgeon could do the 
operation. 


Another feature regarding the mixture of your 
nitrous oxide and oxygen, we might say that a 
mixture of from 75 to 838 per cent of nitrous 
oxide with enough oxygen to bring the solution 
up to 100 is good in most instances. You will 
have little nausea if you guard against having 
too much pressure on your machine. If you have 
too much pressure you will have very severe post- 
operative nausea. The difference is explained by 
the fact that some people can sleep in a closed 
room indefinitely without any disturbing respira- 
tory conditions while another individual will re- 
quire all the windows open in ordér to be com- 
fortable. 


DR, J. H. KELLOGG, Battle Creek: This is 
a very interesting paper of Dr. Blain. I have 
been interested in nitrous oxide for over thirty 
years and have used it almost exclusively for the 
last fifteen years. We have learned something 
by experience of the points brought out by Dr. 
Blain. There are two or three other points that 
might be of interest. The great dangers from 
nitrous oxide we found were asphyxia and acido- 
sis. The acidosis may depend very largely on the 
intensity of the anesthetic and the limit of tinie 
the patient is under the anesthetic and it also 
depends upon the condition of the patient befsre 
operation. Acidosis is combated generally by the 
liver. The liver function is to de-toxicate the 
poisons in the system. Now the liver cannot do 
this unless it has a good supply of glycogen and 
glycogen is a production of glucose. Therefore, 
the best way to protect the patient against 
acidosis is to give glucose before operation. This 
is accomplished by giving large quantities of malt 
sugar and milk sugar. The common practice of 
starving the patients, especially the abdominal 
cases, before operation reduces the glycogen in 
the blood and makes them favorable subjects for 
acidosis. Consequently for many years it has 
been our practice to fill up these people with 
glucose solution for twenty-four hours before op- 
eration instead of starving them. In addition, 
the patient gets a half pint of boiled water con- 
taining an ounce or more of sugar. Then every 
hour the patient has a glass of warm water con- 
taining an ounce or two of malt sugar. This not 
only supplies the body with carbohydrates, but 
supplies the body with the liquids that will be 
lost by the anesthetic. 

Another thing is local anesthetic. In the ab- 
dominal cases we find that the tendency of the 
reflexes of the abdominal muscles is to very brisk. 
This can be greatly obviated by giving just be- 
neath the peritoneum, just through the skin or 
even through:- the muscle and just beneath the 
peritoneum., In that way less anesthetic is re- 
quired and the acidity is reduced. 

Another puint which is most important of all 
is the relaticn of the breathing of the patient. 
Deep breathing is most important. Short breath- 
ing increases the danger of asphyxia. If the pa- 
tient gets blue in the face it is becauuse he has 
asphyxia. If we would permit the patient to 
breathe deeply much of the asphyxia would be 
eliminated. A method which I have used is a 
compress of ice water covering the chest. When 
this is applied the patient at once takes a deep 
breath. You found that out when you went in 
swimming as a boy. You cannot put your hand 
in. cold water without taking a deep breath. 
This reflex action will cause you to take a deep 
breath. What you want when you get a patient 
under an anesthetic is to give him more gas. In- 
crease the percentage of gas and you cut down the 
oxygen, but you get more gas without reducing 
the percentage of oxygen by the cold compress 
and in that way you keep the patient breathing 
deeply. Leave the compress on five minutes, then 
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take it off and rub them briskly. This rubbing 
is important because the nerves will become in- 
terrupted and the skin must be rubbed with a dry 
towei so as to procure a reaction. We find that 
by adopting these different courses that we have 
no trouble with the gas. We use gas oxygen 
anesthetic in all types of cases and the mortality 
is no more than with ether. 


DR. C. D. BROOKS, Detroit: I think our sec- 
tion is to be congratulated by having such an im- 
portant subject brought up before the Surgical 
Section. As a rule gas is not used enough he- 
cause some one has the idea that it is not 1s safe 
as some other anesthetic. As a matter of fact, 
if it were given a trial by a competent anesthetist 
we would find it was the safest anesthetic. I 
think the anesthetic that is considered the safest 
for the patient is the one to be adopted by any 
surgical group. We have had experience with 
gas oxygen for about seven years and we feel 
more and more convinced that it is the best and 
safest operation for the patient. It should be 
given by an expert the same as surgery should 
be done by an expert. Once in a while we hear 
some one say a patient died from gas. It is 
necessary to have team work in order to get the 
best results. A patient going into the hospital 
should be met by those with whom she deals 
later on. I think the anesthetist should be in- 
troduced to the patient by the surgeon and have 
a minute or two talk by herself. A few minutes’ 
talk before the operation will satisfy the patient. 
First of all, the anesthetist can tell the patient 
there is no danger, which is true if the anesthetist 
is giving the anesthetic. The danger is.so small 
it is like the danger of one going’ downstairs. 
“There is nothing to worry about, we will take 
care of you no matter what happens” with quiet 
efficiency all along the line bring that patient 
through the operation to a state of convalescence 
which you cannot do with any anesthetic except 
local, which is not so desirable. 


DR. H. W. PLAGGEMEYER, Detroit: I think 
in kidney surgery particularly there is a very 
brilliant field to demonstrate the efficacy .of nit- 
rous oxide. You remember McNye’s experiments 
in which he divided the dogs into three groups. 
To one group he gave chloroform and ether, the 
second local and the third nitrous oxide. In 
every one where he gave ether and chloroform he 
got a fat embolism in the glands. In this line of 
work I think you have the most striking field for 
the use of nitrous oxide accompanied by mor- 
phin. We do not have the same effect experi- 
mentally that we have with ether and chloroform, 





MEDICAL MANAGEMENT FOLLOW- 
ING GASTRO-INTESTINAL 
SURGERY* 


I. W. GREENE, M. D. 
ANN ARBOR, MICH, 


In the past we have had much acrimonious 
discussion concerning the relative value of 
medical or surgical treatment of many gastro- 
intestinal conditions and particularly of gastric 
and duodenal ulcer, but I believe that among 
thinking medical men, there is agreement that 
hoth proponents are in a measure right, and in 
@ measure wrong. We are agreed that all 
vastro-intestinal conditions should first be in- 
vestigated by the internist who should, if pos- 
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sible, determine the diagnosis and by various 
functional tests attempt to determine.the ex- 
tent and seriousness of the lesion. At this 
point, in many cases, it is desirable that there 
be a reasonable consultation between the intern- 
ist and surgeon to determine if medical or sur- 
gical treatment should be instituted, for it must 
now be an accepted fact that not all peptic 
ulcers require gastro-enterostomy or excision 
nor is it advisable to remove or surgically drain 


_ every case of cholecystitis. The surgeon is no 


longer willing to operate on a peptic ulcer of 
comparatively short history which has not had 
the benefit of proper medical treatment ; and on 
the other hand the internist does not wish to 
treat medically the patient who shows definite 
evidence of organic obstruction at the pylorus, 
or perhaps has indefinite gastric symptoms 
which there is good reason to believe is caused 
by an infected gall bladder. This better co- 
operation between medicine and surgery has, 
I am sure, been of the greatest value in obtain- 
ing far more satisfactory results than was pos- 
sible during the period of more arbitrary de- 
cision. There is, however, still something to 
be desired in the way of team work if we are 
to do ourselves and our patients full justice. 

After very few surgical procedures upon the 
gastro-intestinal tract can we hope for com- 
plete restoration of the normal function. Per- 
haps in an early operated acute appendix there 
is relatively little change from the normal func- 
tion, but even here there may be adhesions 
formed which are not entirely innocuous and 
which may give rise to some digestive disturb- 
ances. Certainly no one will argue that any 
surgical procedure for peptic ulcer will allow 
the digestive load to be as ably handled as by a 
normal stomach and small bowel. Both sur- 
geons and internists have felt that there was 
still much to be desired in this class of surgery. 
Bastedo(1) reports that in his practice, ulcer 
cases that have had one or more operations 
come for treatment almost as frequently as 
ulcer cases which have not been operated, while 
Davis(2) of Omaha states that 15 to 40 per 
cent of operations done for gastric ulcers are 
failures. “ 

It is hardly conceivable that the damage done 
by an old cholecystitis is entirely eradicated by 
either drainage or excision. Graham(3)_ has 
shown that hepatitis is a constant accompani- 
ment of cholecystitis and varying degrees of 
pancreatitis are a rather common complicatioa 
of cholecystitis. Even as regards the gall- 
bladder and large bile ducts recurrence is fre- 
quent. Deaver(4) in 1920 reported 800 cases, 
of which 84 per cent were reoperative cases, 
several of which were tertiary operations. 

In that type of chronic appendicitis which 
produces reflex gastric symptoms, often simu- 
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lating rather closely the syndrome of peptic 
ulcer, we have a particularly refractory type of 


trouble. It would seem that we have had for 
so long an upsetting of the reflex mechanism 
of the stomach that the removal of the original 
offending agent does not entirely alleviate the 
insult done to the intricate mechanism involved. 

In resection of the small bowel there is often 
at least temporarily distressing digestive dis- 
turbances and this is much more true in resec- 
tion of the stomach for suspected carcinoma. 
There are, of course, other examples of the less 
common operative procedures on the abdomen 
in which results short of normal are the best 
we can hope for, but those enumerated con- 
stituted the bulk of our problems. 

I would not, however, wish to convey the im- 
pression that surgery is unsatisfactory or un- 
desirable in many gastro-intestinal conditions. 
In far the greater proportion of cases the fail- 
ure to obtain a normal gastro-intestinal tract is 
due to the underlying pathological process and 
not to surgical errors. If one had a badly shat- 
tered femur he would not refuse surgery be- 
cause he might ultimately have a somewhat 
shortened leg, but would rather wish such 
measures taken as would aid in most nearly 
approximating its former usefulness. Simi- 
larly, we must use surgical measures when in- 
dicated and supplement them with such medical 
treatment as will be most useful in securing 
the desired result. 

Why then should not all such patients be re- 
turned to the internist who has made a study 
of dietetics and medical management of diges- 
tive disorders, so that he may again test their 
digestive function and advise intelligently after 
this has been determined ? The surgeon, as a rule 
has neither the time or inclination to do such 
work, nor should he be expected to have. We 
are, however, justified in asking that he turn 
the problem over to one who is capable of doing 
so. If the patient has not previously been seen 
by the medical man, it is even more important 
that he should be taken over and by one fam- 
iliar with such investigations. 

Perhaps in no other class of patients is post- 
operative medical supervision quite so necessary 
as after the various operative procedures for 
peptic ulcer. No hard and fast rules can be 
laid down for their managements, as many 
factors enter into the decisions in these cases. 
The type of operation which was chosen, the 
previous history of the trouble, the social and 
economic status of the patient and his tempera- 
ment must all be considered before you can 
intelligently advise. Among many good surgeons 
gastro-enterostomy, either with or without ex- 
cision, will often be the operation of choice. 
If it is not advisable to excise, there will still 
be the ulcer to consider. It has been repeatedly 
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shown that there is a strong tendency for at 
lest a part of the food to be emptied through 
the pylorus. Even if excision has been pos- 
sible, the tendency to recurrence must be 
guarded against. In every case re-examination 
by the X-ray is desirable to determine how well 
the new opening is functioning and if there is 
gastric retention or pylorospasm. Gastric an- 
alysis should be repeated to determine if hyper- 
acidity is still present, for Sippy(5) has pretty 
well proven that hydrochloric acid is a serious 
hindrance in the healing of ulcer and the emp- 
tying of highly acid poorly prepared chyme 
into a portion of the bowel not fitted by nature 
to receive it can surely be thought of as 
at least a strongly contributing factor in 
the causation of ‘jejunal ulcer. If hyper- 
acidity is shown to exist it should be 
controlled by the careful use of alkalies and 
by withholding from the diet such food as will 
provoke excessive acid secretion. We can not 
hope for the best ultimate result if the patient 
is turned loose after a few weeks with the ad- 
vice that he can eat anything he wishes. It is 
usually advisable that for a number of weeks 
after release from the hospital the patient be 
given three small meals a day with one or two 
milk and cream feeding between meals. The 
meals should consist of bland ,easily digested 


food, such as breakfast cereals, poached or 


coddled eggs, custards, pudding, strained veg- 
etable soups, and some bread. The use of al- 
kalies depend on whether or not there is any 
considerable amount of acid. Its use must be 
checked by the use of the stomach tube and 
should not be dispensed with too soon. At the 
end of six or eight weeks the diet can be gradu- 
ally increased ultimately, including nearly all 
foods except those that are fried; the coarser 
vegetables and very acid fruits. The meals, 
however, should not be large, rarely exceeding 
ten or fifteen ounces in amount. 

Often, after all seems well following some 
mental, physical, or dietary indiscretion, the 
patient will have a distressing return of his old 
symptoms, but investigation will show only an 
irritable stomach with spasm and increased 
peristalsis. A few weeks of the previous treat- 
ment, with small doses of atropin, will again 
put them on their feet. These patients do much 
better if they will occasionally come back for 
re-examination and advice. It should be 
strongly impressed upon all ulcer cases that 
medical supervision is as important as though 
they had nephritis or diabetes, and that ulcer is 
essentially a chronic disease with a tendency to 
recurrence. If this is not made very clear and 
emphatic they will drift out of your control, 
forget your orders as to diet, and overtax their 
imperfect digestive apparatus. Eventually, in 
most cases they will again get in trouble and 
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perhaps drift into other hands, feeling that 
their surgery was improperly done. 

Medical treatment following the removal of 
certain types of chronic appendix is, I believe, 
of scarcely less importance than in peptic ulcer. 
We must admit that in the past the results have 
been far from satisfactory. So much so in fact 
that among certain men the operation has had 
a bad repute, which it did not deserve. As the 
distressing symptoms of chronic appendicitis 
with gastric symptoms are usually due to reflex 
hyperacidity and pylorospasm, the plan of 
treatment adopted for ulcer can be used in a 
modified form with gratifying results. It is 
hardly necessary to insist on so strict a diet, 
nor is it necessary to continue the regime so 
long. After six to twelve months supervision 
we can expect in a large percentage of cases 
reasonably good recovery, though there will 
probably be a higher percentage of failures than 
in carefully supervised ulcer cases. Here too, 
the patient should be told that his digestive 
organs will not stand the insults that can be 
put upon a normal stomach and bowel. In these 
types of cases there is apt to be an obstinate 
constipation which must be considered. This 
can often be helped by the rather liberal use of 
calcined magnesia in the alkali therapy and by 
the more rapid resumption of a coarse residue- 
leaving diet. Liquid petrolatum may be used, 
but, if possible, keep away from the more 
drastic laxatives and insist on regular habits of 
bowel movements, as the permanent relief of 
the constipation is essential if the patient is to 
become free from digestive disturbances. 

After gall bladder surgery a survey of the 
patient’s digestive ability should be made and 
the extent of the damage done the liver and 
pancreas determined if possible. If practical, 
a careful study of the pancreatic ferments and 
bile should be made. When this is impossible, a 
careful clinical study and stool examination will 
give us much of the desired information. On 
this basis his diet and medication can be or-. 
dered. It is rather customary to advise a lim- 
itation of fats, but this is only necessary if the 
stools show fat indigestion. It is even more 
necessary that we be assured that there con- 
tinue to be a free evacuation of bile and this 
can be fairly well determined with our present 
methods of trans-duodenal drainage. When 
this is found deficient it can often be aided by 
such methods. I fee] that perhaps eventually 
this rather popular procedure will find a more 
useful field in postoperative treatment than in 
preoperative diagnosis. Often after cholecyst- 
ectomy diarrhoea is a troublesome symptom, 
due to the flow of bile through the post-diges- 
tive stage and may require the use of such 
crugs as tanalbin or catechu. In such cases 
the use of non-residue leaving foods is desir- 
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able. If there is reason to believe that there 
has been an extensive pancreatitis the diet 
should be so arranged so not to put too great a 
strain on the carbohydrate tolerance. 


In such procedures as resection of the stom- 
ach or bowel for malignancy, obstruction or 
mesenteric thrombosis the problem is largely in- 
dividualistic and any general suggestions are of 
little value. It can only be urged that such pa- 
tients be carefully studied and the amount of 
work that their altered digestive tract can 
handle be determined. 


It is, of course, hardly riecessary to add that 
every patient with a gastro-intestinal complaint 
should be investigated for any foci of infection 
and where found they should be removed. 
This is very important from the standpoint of 
recurrence, both because of the general lower- 
ing of resistance and because of the possibility 
of direct embolic action. The renal cardiac and 
circulatory symptoms should be put in the 
most efficient condition and the environment of 
the patient made as happy as possible. The 
social service worker or community nurse can 
often be of aid in this way, as the poorer pa- 
tient may be unable to follow your advice or 
to obtain the proper diet because of home con- 
ditions or because of his occupation. When 
this is true, it is to the advantage of the State 
that he be aided in carrying out such orders. 

In this paper I have not attempted to lay 
down any rigid regime for these conditions, as 
every patient is a problem in himself and J do 
not believe we can all obtain the same results 
with the same methods. It is rather my wish 
to impress upon you that the medical man still 
has a responsibility in the ultimate care of all 
gastro-intestinal surgical cases ; and that if such 
patients are turned adrift without supervision 
following their operation we can expect that a 
considerable number will not obtain the degree 
of benefit to which they are entitled. As a re- 
sult efficient diagnosis and surgery will be un- 
justly criticized because we do not complete 
our work. 

DISCUSSION 


DR. FRANK J. SLADEN, Deiroit: This is a 
paper after my own heart. I have been deeply 
impressed with the views expressed by the essay- 
ist on this subject, and I only wish more surgeons 
could have been present to listen to it. The in- 
ternist and surgeon are not as closely related in 
the after-management of operative, cases as they 
should be. A patient may undergo an operation 
for the removal of the appendix or an operation 
on some other part of the gastrointestinal tract 
for the relief of a group of symptoms he had pre- 
vious to operation, and yet after operation, largely 
due to improper aftercare or management or ne- 
glect, that patient for a long time may complain 
of disturbances sufficient to cause him to seek 
further relief either at the hands of the surgeon 
or the internist. These cases after operation 
should be referred to their family physician for 
postoperative care and treatment, but usually they 
are not. The internist and surgeon should work 
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hand in hand in these cases. One reason why 
this cannot be carried out has been pointed out 
by Dr. Green, namely, in the larger hospitals there 
is not that smoothly working organization that 
there should be. Such hard and fast lines are 
drawn between surgery and medicine, that it is 
hard to give patients that after-care they should 
receive. I feel sometimes the family physician 
is to blame for catering too much to the special- 
ist, and patients after operation are not turned 
over to the family physician for future manage- 
ment as they should be. I have always had the 
hope that some time in the future there will be a 
grouping of cases according to their character, 
so that in this way the internist and surgeon will 
come more and more into intimate contact with 
each other and patients will get what they need 
as suggested in the paper. 
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LATERAL SINUS THROMBOSIS* 


DON M. CAMPBELL, M. D., L. R. C. S. (Edin). 
DETROIT, MICH. 
The aspects of this thesis which will be 
touched upon might well include: 


First—The anatomic relation of the lateral sinus. 
Second—The pathologic sequences leading~ to its 


infection and subsequent thrombosis of its contained 
blood-stream. , 

Third—Symptomatology of (a) lateral sinus phleb- 
itis; (b) thrombosis. 

Fourth—Differential diagnosis. 

Fifth—Prognosis. 

Sixth—Medical and surgical management. 

ANATOMIC RELATIONS 

That part of the temporal bone, most con- 
cerned in the events preceding and leading up 
to lateral sinus thrombosis, will:-be found to be 
in very intimate anatomic relationship with two 
of the great systemic anatomic divisions, viz: 
First, the vascular system, and second, the cen- 
tral nervous system—with the former this dis- 
cussion is for the moment 1nost concerned, and 
it will be seen that the tympanic cavity and 
mastoid process, in addition to the blood sup- 
ply directly concerned with nutrition, is in 
close anatomic relation to major vessels of both 
the arterial and venous type. 

Furthermore, very direct and intimate inter- 


communication may be demonstrated, both for 
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the venous ond the arterial systems with the 
vascular network within the walls of these cav- 
ities. It is this close proximity and intimate in- 
tercommunication that furnish the physical 
anatomic status leading to and making probable 
extension of the infective processes from the 
temporal bone to these adjacent important vas- 
cular structures. 

Inasmuch as the natural current of the blood 
and its serum is from the arterial system to the 
tympanic cavity and from the latter to the 
venous channels, one would naturally expect 
pathologic processes of a septic character to 
pass into the venous channels rather than into 
the arterial. That this is not the only way, 
however, is demonstrated by cases recently re- 
ported by Bowers (Am. Society of Laryn- 
gology, Otology and Rhinology) in which the 
internal carotid artery was involved through 
the tympanic cavity, with fatal hemorrhage. 

This, however, is a rare occurrence, and far 
more frequently the venous channels become 
involved in the septic process. 

The anatomic relationship of the lateral sinus 
with the temporal bone becomes intimate at the 
knee of the sinus, continues throughout the 
whole course of the sigmoid portion, and in- 
cludes also the jugular bulb. 

Throughout the whole course of the vessel 
covered by the above mentioned divisions the 
walls of the vessel lie in close proximity to the 
bone forming the lateral sinus groove, its walls 
forming the periosteum of that part of the tem- 
poral bone, and so coming into intimate vas- 
cular relationship with the blood supply of the 
whole mastoid process. 

Thus is clearly established the anatomic vas- 
cular pathway through which may travel sepsis 
within the mastoid and tympanic cavity on its 
way to the great vascular channels involved in 
lateral sinus thrombosis. 

The jugular bulb is in the same close an- 
atomic relationship with the floor of the tym- 
panic cavity. 

One should not leave the anatomic phase of 
this subject without at least referring to the 
many anatomic variations both in the matter of 
the position of the lateral sinus groove in its 
relation to the mastoid cells, and also as of equal 
importance the variations in the cells them- 
selves, covering the wide difference between a 
vastly developed mastoid of the pneumatic type, 
through the diploic type to one in which pneu- 
matization has never started or has been early 
stayed in its progress. 

These various types of mastoid structure 
have a distinct bearing on the probability of the 
incidence of this complication in a given case 
of acute or chronic mastoiditis. The influence 
of the anatomic type of the mastoid on the 
course of the infection is only secondary to the 
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varieties of the bacteriologic finding in these 
cases. | 


PATHOLOGIC SEQUENCES 


In every case of infection of the mucous 
membrane lining the tympanic cavity, the mas- 
toid antrum and adjacent mastoid cells are 
more or less involved. As the process pro- 
ceeds, the underlying bone becomes involved, 
and then to a simple mucous membrane infec- 
tion is added an infective osteitis, which if not 
controlled by natural processes or relieved by 
medical or surgical procedures, progresses over 
an ever widening and deepening area, until 
finally the internal surfaces of the inner plate 
are involved and the way has been blazed for 
extra temporal bone complications of various 
types. 

There are different ways in which this ex- 
tension may take place, and they should be 
clearly understood and sharply differentiated, 
because, according to which type is present will 
depend the early or late incidence of vascular 
intracranial complications. 


(a) The septic inflammatory process may, 
in the first place, proceed by a rapidly widen- 
ing area of involvement, without the formation 
of a protective process limiting the advance of 
the infection. In this type, there is little effort 
to throw up a limiting protective plastic area 
around the area of infection, and the process 
proceeds rapidly with open venous channels, 
which quickly carry the infection to outlying 
areas. 

In this type, the inner surface of the bone is 
quickly reached without the intervening os- 
seous area having undergone any great amount 
of caries or necrosis, so that an infection of the 
walls of the venous channels takes place with- 
out macroscopic evidence of bone destruction, 
furnishing the type of lateral sinus thrombosis 
occurring in acute tympanomastoiditis. 


(b) On the other hand, there is that type 
of septic process characterized by the throwing 
up of a barrier to the progress of the infection 
which more or less effectually limits its onward 
course. 


In this type, thrombosis takes place in the 
venules of the bone involved in the protective 
area, cutting off its nutrition but limiting the 
progress of the infection, then instead of a rap- 
idly widening area of infection with intact 
bony structure, as in the former process, in this 
type the nutrition of the bone suffers, caries 
takes place and the picture of a breached in- 
ternal plate, with perhaps an extradural abscess, 
is presented. 

Many times an exposed but non-infected 
sinus is thus found. 

Furthermore, in chronic suppurative otitis 
media with much caries in the mastoid, the 
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dura over the sinus is quite frequently found 
exposed and covered with granulations over a 
wide area, the sinus remaining healthy. 

These are cases which, in the primary de- 
structive bone processes, were of that type in 
which the onward progress of the infection has 
been stayed by the thrombosis in the venules of 
the bone, and the force of the infection spent 
on the bone tissue itself, the spread to the soft 
tissues further on having been checked by the 
venous bone thrombosis. 


In such a case the status of an original acute 
mastoid disease is brought about by a secondary 
infection which now might easily extend to the 
vein, causing phlebitis and subsequent throm- 
bosis of its contents. 

The picture one must carry of the events 
leading to a thrombosis of the blood in the ves- 
sel must, in its early stages, be that of a phle- 
bitis, an infection of the tissues making up the 
walls of the vein, the inner lining at first re- 
maining intact and the contained blood passing 
on uninfected. 

Then comes a breach in the inner lining of 
the vessel, a slowing of the onrushing blood at 
that point with the formation of a coagulum, 
which quickly becomes infected and, the picture 
of a beginning thrombosis is beforé us, the way 
opened for the general bacteremia which gives 
the characteristic symptoms so universally ac- 
cepted and recognized. 

The coagulum which is now infected, gradu- 
ally grows and spreads until a mural clot is 
formed, and as long as blood finds its way past 
the clot to continue into the general circulation 
the characteristic symptoms may continue, the 
onrushing blood detaching particles of the in- 
fected clot. When, however, the whole lumen 
of the vessel is occluded by a solid clot, these 
symptoms may not again recur until such time 
as the clot again undergoes liquefaction and is 
once more thrown into the general circulation. 

One hears sometimes of an uninfected 
thrombosis, which condition is open to some 
doubt, in view of the experiments made by Dr. 
Angus McLean, many years ago, in which he 
showed that a breach of the inner wall of a 
vein, even accompanied by the introduction of 
a current staying substance into the current of 
blood flowing through the vein, was not fol- 
lowed by clotting of the mobile blood in the 
vessel, so long as the area was sterile and free 
from infection. 

It must not be forgotten that a sinus throm- 
bosis may occur at various points in the course 
of the vessel, the most usual being through the 
mastoid, in which the favorite place for it to 
have its inception is at the knee, or just below 
it— the next most common place being farther 
along the course of the sigmoid, above the bulb, 
but on the other hand the route may not be 
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through the mostoid at all, but through the 
floor of the tympanic cavity directly into the 
jugular bulb. Dehission in the tympanic floor 
would favor such a course, and it is further- 
more more likely to occur in children than in 
adults. 


SYMPTOMATOLOGY 


(a) Lateral Sinus Phizbitis. When an in- 
fection of the air spaces in the temporal bone 
is progressing favorably, the establishing of 
free drainage through a perforation of the 
tympanic membrane is followed by an imme- 
diate and permanent improvement in all the 
symptoms ; pain ceases, tenderness becomes less 
or disappears, fever is absent or not over 99 
or 100, pulse but little elevated, the patient feels 
well, and the tongue is not coated, the blood 
picture is but little changed from the normal. 
When phlebitis takes place, the above is re- 
versed in a moderate degree, and frequently an 
undue tenderness is found at the angle of the 
jaw and there may also be found at the point 
a few enlarged glands. However, the patient 
does not seem very ill, and an exact diagnosis 
cannot be made, but merely suspected. 


The tenderness at the angle of the jaw and 
enlarged glands are things very difficult of 
exact demonstration, especially in a sick, fret- 
ful and violently objecting child. Nevertheless, 
one must always suspect such a condition under 
the above mentioned symptomatology, and 
early radical surgical intervention, which should 
include free drum incision and complete mas- 
toid exenteration, may prevent an impending 
thrombosis. 


(b) Lateral Sinus Thrombosis. The out- 
standing thing in many cases of lateral sinus 
thrombosis is that in the early days of the in- 
ception of the process the patient does not ap- 
pear to be very ill, and this is true even after 
the characterstic symptomatology of chills, high 
temperature, sweats and sudden drop in the 
temperature to normal or below—the pyemic 
symptom-complex — has become established. 
Between the violent excursions of temperature 
the patient feels comparatively well. 

' Nevertheless, the tongue is always coated, 
the appetite capricious, and the blood picture 
shows a leucocytosis around 17000. 

When to these symptoms is added a positive 
blood culture, the diagnosis may be said to be 
complete and incontrovertible. The sympto- 
matology of lateral sinus thrombosis would be 
a very clear-cut and unmistakable thing if it 
were not for the fact that many such cases are 
accompanied by other intracranial lesions such 
as meningitis, brain abscess and extradural ab- 
scess, which many times perceptibly cloud the 
issue. The question of blood culture is one 
which, when positive, is very important, but 
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when negative does not mean much for the rea- 
son that in the intervals between the exacerba- 
tion the bacteriocidal properties of the blood 
may effectually destroy the bacteria. The most 
likely time for the demonstration of a positive 
blood culture is at the height of the tempera- 
ture curve, and furthermore the nearer to the 
source of the infection the blood is taken the 
more likely it is to show a bacteremia. 
DIFFERENTIAL DIAGNOSIS 


It must not be forgotten that many systemic 
complications may elevate the temperature and 
pulse and give a clinical picture simulating that 
furnished by a lateral sinus thrombosis; thus, 
an obstructed tympanic drainage will simulate 
such a complication. Follicular tonsillitis must 
not be forgotten. Pneumonia must be ex- 
cluded. 

A situation which certainly taxes the ingenu- 
ity and resourcefulness of the auradiagnostician 
is presented by the necessity of telling upon 
which side the sinus thrombosis may lie, in a 
case of double tympanomastoid infection with 
clean cut sinus thrombosis symptomatology 
either before or after a double mastoid opera- 
tion has been done. The following considera- 
tions are offered as being of value in rightly in- 
terpreting this puzzling situation. 


(a) Anatomically the right sinus is so situ- 
ated in relation to the mastoid cells as to render 
it more liable to infection than the left in the 
proportion of 3 to 2. 


(b) The time of incidence of the original 
infection has some weight, the older the process 
the more likely the complication. 

(c) X-ray findings, showing variation in 
type of anatomic development of the two sides, 
the position of the lateral sinus and the extent 
of the mastoid cell disintegration. 


(d) The difference of tenderness and gland 
involvement at the angle of the jaw, of but lit- 
tle value in children. 


(e) When the sinus is completely occluded, 
compression of the jugular vein on the opposite 
side will cause increased fullness of the ventral 
veins as observed by the ophthalmoscope; of 
value only when the sinus is completely oc- 
cluded, and then not easy of demonstration. 


(f) The character and extent of the bony 
sepsis as observed at the time of the original 
double mastoid operation. 


All of the above considerations may yet, and 
indeed frequently do, leave one still in doubt, 
and one must resort to 

(g) Exposure of both lateral sinus from 
above the knee to as near the bulb as one can 
get, and through a critical examination of each 
vessel by touch one can see in the walls or on 
them—by palpation—by obstruction of the 
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flow high up and subsequently refilling or not 
of the vessel when the pressure is released. 


(h) <A procedure suggested to the writer by 
Professor R. B. Canfield, of the University of 
Michigan, as follows: After thorough expo- 
sure of both vessels as above, a sterile hollow 
needle attached to a syringe is introduced 
through the walls of the sinus as low down as 
possible and the point pushed into the jugular 
bulb; the contents are then withdrawn into the 
syringe and the product from each side exam- 
ined and compared. 


The correct diagnosis of which side harbors 
the thrombosis is, of course, of the very highest 
importance, because one side only may be op- 
erated, and if that be the wrong one the mis- 
take is irreparable. 


(i) The former ear history of the case is 
extremely important, because, other things be- 
ing equal, the side which has formerly been in- 
fected once or many times, or is the seat of a 
chronic suppurative otitis media, is far more 
likely to furnish a lateral sinus thrombosis than 
one infected for the first time. 


In this communication I purpose making two 
brief case reports, only because they both bear 
upon this important, interesting, and ever puz- 
zling situation. 


CASE I 


B. H., a female child, age 6, developed a double 
tympanic abscess first in right ear, and 36 hours 
later in left. Both ears received early aid from 
drum incisions, and active medicinal treatment. 
Both mastoids went on to the second degree, and a 
double thorough simple mastoid operation was done 
fifteen days after the original tympanic infection. 
History free of former ear disease. 

The temperature which, previous to the double 
mastoid operation, was high and capricious, was not 
influenced favorably by the surgical procedure. 


A diagnosis of lateral sinus thrombosis was made 
very definitely. Upon which side was the throm- 
bosis? This interesting question was solved cor- 
rectly only when both sinus were completely ex- 
posed. In the wall of the left sinus was found a 
yellow spot which looked like pus in the wall of the 
vein. However, when the right one was likewise 
exposed, a far more advanced pathology was re- 
vealed. A large area of the wall of the sinus was 
found indurated and covered by a well-developed 
gramilomata one-half inch in extent. 


This side was selected on the basis of the more 
advanced macroscopic pathology presented, the 
jugular tied, sinus packed, off and operated. The 
recovery, from this on, was uninterrupted. 


CASE II 


Need not be reported in detail, because it was an 
exact replica of Case No. 1, with, however, this very 
important difference. The history of the case 
showed that the child, 18 months before, had had a 
right sided tympano-mastoid infection following 
scarlet fever, which had passed on into a chronic 
suppurative otitis media. Both sinus were exposed 
and the right one selected for jugular ligation and 
excision of the sinus contents. Again the recovery 
was prompt, and complete. 

Gastro-intestinal disturbances in children fre- 
quently bring about a similar train of symptoms. A 
septic thrombosis of some other venous channel in 
the body would give a closely allied symptomatology, 
and one of the most puzzling complications, especi- 
ally in children, is pyelitis, which furnishes just 
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such temperature and pulse excursion as are found 
in sinus thrombosis. 


However, every one and all of these conditions 
are capable of being differentiated definitely, espe- 
cially with the aid of an internist and pediatrician. 
This, however, I have to say—that as one swallow, 
or even two, does not make a summer, so one or 
even two violent excursions of temperature do not 
establish a diagnosis of lateral sinus thrombosis, and 
one should feel that it is a condition which does not 
demand precipitate action, but furnishes plenty of 
time for careful, thoughtful investigation and pains- 
taking differential diagnosis. 


PROGNOSIS 
Of all the intracranial complications, save ex- 
tradural abscess, sinus thrombosis, early recog- 
nized and dealt with in a comprehensive surgi- 
cal fashion, offers the best possible prognosis. 


Dench, from his statistics, has a mortality 
following the operation of 28 per cent, but 
states that many of those cases died from 
complicating diseases such as meningitis and 
brain abscess. So one might safely say that in 
uncomplicated cases, dealt with early and thor- 
oughly, the mortality would be a very credit- 
able chapter in surgery. 


MEDICAL AND SURGICAL TREATMENT 


But little time need be consumed in discuss- 
ing the treatment of lateral sinus thrombosis 
for, once the diagnosis is established, the man- 
agement of the local situation is a purely surgi- 
cal problem as far as the sinus thormbosis is 
concerned. 


The sinus must be widely and thoroughly ex- 
posed above and beyond the thrombosed area 
and below as near the bulb as may be, packed 
off and thoroughly opened. 


So far, all may be said to be agreed, but the 
same unanimity of opinion is not found when 
one searches for the attitude of aural surgeon 
upon the management of the jugular vein in the 
neck. 


My own opinion, based upon a fairly long 
and what might be said to be a reasonably wide 
experience, is that by all means the jugular vein 
should be ligated in the neck and resected above 
the facial vein, and that it should be done as 
the initial procedure in the operative technic, 
and before the sinus is opened, but after it is 
exposed. 


In my cases, the prompt, complete and satis- 
factory recoveries have followed this technic. 


Cases of pyemia following simple opening of 
the sinus and turning out of the clot, without 
dealing with the jugular, have been my experi- 
ence. 


Some very few cases of undoubted lateral 
sinus thrombosis have recovered without surgi- 
cal interference, in which cases my impression 
is that benefit has followed the heroic use of 
streptolitic serum, but such experiences are so 
woefully few that they should not be allowed to 
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cloud the issue, which should always be viewed 
as a purely surgical proposition. 
DISCUSSION 


DR EMIL AMBERG, Detroit: Doctor Campbell’s 
precise statements give a vivid picture of the patho- 
logical conditions found in sinus thrombosis. Some- 
times the diagnosis is easy. If we have before us 
an obstructing thrombus when the sinus is laid 
bare, there cannot be much doubt about the diag- 
nosis. If there is only a parietal thrombus, the 
diagnosis by sight may be difficult. The blood count 
is of assistance. It must be considered from the 
standpoint of differential diagnosis that in certain 
types of meningitis the blood count shows a much 
larger number of leucocytes than are found in sinus 
thrombosis. As the essayist mentioned, a positive 
blood culture is of help. The same patient. at dif- 
ferent times may show absence or presence of mic- 
robes in the blood. The character of the tempera- 
ture, septic or pyemic (Doctor Blake called the lat- 
ter ‘‘Church-steeple’’ temperature), the occurrence 
of chills, headache, a peculiar mentality, changes in 
the fundus of the eye, oedema in the region of the 
emissary vein, tenderness on pressure along the 
jugular vein, the cordlike resistance on touch, etc., 
all these are helpful diagnostic signs. Considering 
chills and temperature, I should like to call atten- 
tion to the well-known fact that a perisinous ab- 
scess may show these clinical signs. Politzer men- 
tions this, 


The question whether and when the jugular and 
contributory veins should be tied, or whether the 
vein should be excised, is a very serious one, which 
is not by any means solved for cases of all types. 
There may be changes which leave little doubt about 
the necessity of tying the vein. Some go so far as 
ligating the jugular vein immediately after the 
lateral sinus has been injured during an operation 
by a contaminated instrument. The good results 
compared with the fatal results which have oc- 
curred in a certain hospital have made procedure 
a rule in that place. Cn the other hand, many a 
time a sinus is injured and no-bad results follow. 
I think a free hemorrhage may suggest expectant 
treatment. It may be well to change to clean in- 
struments in the neighborhood of the sinus. 


It has been claimed that a sudden infection finds 
the body less, resistant than a slowly progressing 
process. This seems to be especially true in menin- 
gitis according to Dyer. The latter also claims 
that in sinus thrombosis it is very important to con- 
sider that pus under pressure is followed by bad 
consequences. Some claim good results by simply 
tying the jugular vein, even if a thrombus is pres- 
ent; others have seen bad results following this 
procedure. 


Thus we see that much work must be done in 
order to come to a clear understanding of the situa- 
tion. The ligature of the internal jugular vein is 
not entirely free of danger. 

Heine’s views on the subject matter are very il- 
luminating. He mentions a case in which he thinks 
that ligature of the jugular may have caused the 
propagation of the thrombus into the inferior pet- 
rosal sinus. He states that danger to life can be 
caused by sudden stasis in connection with the de- 
fective outflow through the vein. He says that 
Rohrback reported a case in which the left internal 
jugular was ligated on account of carcinomatous 
glands in the neck. The patient did not regain 
consciousness after the operation, and died on the 
sixth day. The postmortem revealed a necrosis of 
the brain caused by statis on account of an abnor- 
mal narrowness of the transverse sinus and internal 
jugular vein on the healthy side. I show you a 
specimen taken from the cadaver which illustrates 
a similar condition, and which I described in the 
New York Medical Journal, September 9, 1905. 

The attempt has been made to attribute psycho- 
pathic conditions to the unilateral narrowing of the 
jugular foramen. Kasloff found in 21 skulls of pa- 
tients suffering from suicidal mania these narrow- 
ings more or less developed. Rickets and asym- 
metry of the skull must be taken into account. If 
the vein is abnormally wide Linser claims that the 
parietal suture should be done. The ligatures 
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should be made as far as possible from the base of 
the skull. The bandage should not compress the 
mastoid emissary. This of course refers to general 
surgical patients. 


To summarize, it can readily be seen that sinus 
thrombos.s is a serious condition which does not 
allow much delay of surgical interference, especially. 
Chills, pyemic or septic temperature before or after 
a mastoid operation deserve closest attention. The 
Roentgen ray may be useful in differentiating a 
sinus thrombosis from a central pneumonia. Typ- 
ical cases are not very difficult to be diagnoses; a 
typical cases require great diagnostic efforts. In 
simple cases the prognosis after surgical interfer- 
ence, which is the only treatment, is, as the essay- 
ist has reported, rather favorable; whereas in cases 
accompanied by complications it is of course less 
favorable. The ligature of the internal jugular vein 
and one or the other of its branches is a procedure 
which is generally followed at present. The omis- 
sion of this procedure resuires well defined reasons. 
Surgical interference with the jugular bulb is gradu- 
ally becoming more employed. It may be useful to 
know that the most prominent portion of the lateral 
sinus, in adults may be more.easily found by fol- 
lowing the lateral sinus line. 


DR. A. E. BERNSTEIN, Detroit: I do not doubt 
that there are certain cases which require ligation 
of the jugular and exenteration of the sigmoid sinus, 
but I do not believe that the indications for doing 
that are as clear cut as we have been led to be- 
lieve. That may seem absolutely heretical to most 
of us, and especially those who have had training 
in the Berlin school and have followed the work of 
Whitmer and those men in New York. As justifica- 
tion for saying that I know that most of the jugular 
ligations that have been done were done prior to 
the last ten or twelve years. I have had some mas- 
toid work to do in my time. In the last ten years 
I had three deaths out of the number of mastoid 
operations I have done. One case (in which Doctor 
Amberg was associated with me) was a meningitis 
after a mastoid operation, and there was no indica- 
tion of sinus thrombosis. 

In talking to Doctor Bloodgood several years ago, 
he said, ‘‘You otologists have a way of going in and 
ligating the jugular for thrombosis which does not 
seem to me clear cut. We frequently have throm- 
bosis of the saphenous vein following abdominal op- 
erations, in which case we do not interfere with the 
saphenous vein, and the patients get well.” 

On the other hand, I have had cases—I had one 
case within two years, in which after opening the 
mastoid I found the sigmoid sinus almost bare— 
the sigmoid filled with pus, and it looked to me as 
if I must go in and tie the jugular. I did not do it 
because the patient came in at a late hour and was 
weak, so we decided to postpone it. That seemed 
the most clear cut case I had, except one five or six 
years prior. The girl, 14 years of age, got along 
very well the next day, but three days afterward be- 
gan to complain of pain in her joints. I thought 
this was thrombosis and sepsis, but she got perfectly 
well without any further interference. 

When you have a closed off thrombus in the sinus 
it seems to me there is no reason for surgical inter- 
ference, because you are going to do again lower 
down what Nature has already done for you. She 
has walled off the infection as well as she can, and 
when you, tie the jugular you simply make a 
thrombus lower down. 


DR. ROY B. CANFIELD, Ann Arbor: I would 
like to discuss one point in Doctor Campbell’s paper, 
and that is the handling of the jugular vein. There 


are two schools in respect to this question—the 


Boston school that does the ligation and stops there, 
and the other school which advocates a radical re- 
section of the vein. Cutting out all the “bunk” and 
attempting to discuss the question intelligently, we 
have the matter of setting this patient free from 
the certain dangers of pyemia, and we are seeking 
for a proper and conservative method of bringing 
about that result which seems to me to be the Alex- 
ander method. He ligates the vein at as low a level 
as seems worth while, ligates a section of the vein, 
turns up the lower end of the upper fragment to the 
skin where he sews it. Then he inserts a wick of 
gauze into the vein, the ligature holding the gauze 
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in place. At the end of three or four days you can 
thoroughly syringe through the vein and remove the 
mass of infected blood. You then have the whole 
thing where you can handle it easily. 

The great trouble is that so many otologists who 
do not do much of this kind of surgery, when con- 
fronted with a case with serious complications, try 
to do something and do not quite finish it, and the 
patient dies of pyemia. It is a simple problem with 
this old Alexander method. 'The incision is short, 
the scar is insignificant, and a radical resection is 
not necessary, because even with the most radical 
resection there is left a segment of the old sinus, 
the lower end of the upper fragment of the vein 
which is not reached, and which sooner or later be- 
gins to suppurate into the neck, and probably gets 
well by the sterilization of the cavity. 





CONSERVATION OF THE SAC IN, 
DACHRYOCYSTITIS* 





CHAS. H. BAKER, M. D. 
BAY CITY, MICH. 

In the treatment of disorders of any organ 
of the body, that method is best which ac- 
complishes a cure with the least possible dis- 
turbance of the organ and its function. 

In the treatment of dachryocystitis, some of 
us, in the search for novelty, if not notoriety, 
seem to have departed a considerable way from 
this sound surgical rule. 

It is my purpose to call attention to an older 


method with some refinements of technic which | 


in my hands has produced results most nearly 
in accord with the rule just cited. 

Dachryocystitis is a catarrhal disease of the 
lachrymal sac, varying in severity from an ac- 
cumulation of tears and mucus, which can be 
pressed down into the nose or back into the con- 
junctival sac, up to an impervious stricture with 
a violent phlegmonous inflammation with true 
abscess formation. : | 

The milder forms may yield to simple treat- 
ment but, if these are not successful, surgical 
measures must be used and their choice will 
depend somewhat on the existing type of the 
disorder. 

That the disease has been considered an im- 
portant one among eye disorders is shown by 
the fact that Galen, as early as the third cen- 
tury, proposed breaking through the lachrymal 
bone, keeping the opening patent with caustics 
to cure a weeping eye. 

Celsus, over eighteen hundred years ago, 
recommended the treatment of lachrymal fis- 
tula by cauterizing down to the bone. 

Extirpation of the sac was mentioned by 
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Platner in 1724; Rosas in 1850; later by Alt 
and DeWecker. 

Berlin brought it forward in 1868, and since 
then many kinds of operations have been recom- 
mended. 

Etiologically the disease is of- bacterial origin 
with probably a majority of writers locating the 
sourcé of infection in the nasal chambers. 

Personally, I think the weight of argument 
is against the origin being most often from be- 
low, but rather from above, for the following 
reasons. 

In favor of germs entering from above are 
first; capillary action which draws fluids from 
the conjunctival sac; second, the pumping ac- 
tion on the canaliculi by the tensor and orbicu- 
laris muscles; third, the action of gravity, all 
being assisted by the valves, at the top and 
bottom of the ductus, with an extra valve, fre- 
quently, between them for good measure. 
These valves are placed where they oppose 
movement of fluid from below upward; 
fourth, the downward current of. fluid is as- 
sisted by the ciliated epithelium which is found 
in the ductus; fifth, the location of the lower 
end of the ductus is unfavorable for penetra- 
tion from below; and sixth, there exist so much 
greater numbers of diseased noses, without 
lachrimal infection than with, as to indicate a 
decided resistance to infection by this route. 


The most frequently occurring infecting or- 
ganisms are the pneumococci, then streptococci, 
next staphylococci, and then any of the patho- 
genic organisms beside, which may be found 
in the conjunctival sac. : 

Colon bacilli, bacillus influenzae and Fried 
laender’s bacillus usually accompany cases “ift 
which they are found also in the nose. 

Stricture is most often found in the part of 
the bony canal, at the bottom, which is entirely 
surrounded by bone, and which we often fail 
to remember is only about a quarter of an inch 
long. 
We frequently get the sensation of a stric- 
ture, when passing the probe, just as it leaves 
the bottom of the sac and enters the ductus, 
which is caused by a fold of the membrane or 
by the physiological placement of the duct at 
one side and above the bottom of the sac. 

Treatment of this disease has followed three 
lines, namely, probing, extirpation of the sac, 
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and diversion of its outlet through the wall of 
the nose. Following Bowman, men for years 
tried to cure these cases, without division of 
the canaliculus, with probes whose size was 
limited to what would pass through the punc- 
tum. A few mild cases recovered by this 
method but they were mostly those which would 


get well in time with very mild astringents. 


Failure from the small probes led to the in- 
troduction and wearing stylets of lead wire or 
hollow cannulae of silver or gold, neither of 
which were satisfactory to the patient and only 
enabled the doctor to get rid of a patient he 
had grown tired of seeing about his office. 

Theobold advocated the use of much larger 
probes requiring for their introduction the pre- 
liminary slitting of the canaliculus. These 
were an improvement, but something was still 
lacking in technic. 

The presence of an infected sac is a constant 
source of danger to the eye, and is particularly 
dangerous to the wounds of a cataract or iridec- 
tomy, so that any measure which would insure 
disinfection was welcome. 

Extirpation of the sac was hailed with en- 
thusiasm and practiced so widely that its draw- 
backs were soon manifest. 

Indications for removal of the sac generally 
accepted are, first, unwillingness or inability 
of the patient to submit to a course of probing 
which may fail in the end, second; evidence of 
recurrent attacks of dachryocystitis; third, 
necessity of some operation requiring opening 
of the globe; fourth, persistent, resistent cor- 
neal ulcer; fifth, failure to cure by long prob- 
ing. 

If the advocates of extirpation who claim 
90 per cent cures could show the patients with 
as good average results as an equal series of 
properly managed probe cases can show, there 
would be no chance for argument, but unfor- 
tunately the picture is not so rosy. 

Extirpation leaves all patients with eyes 
which weep when in the cold and wind, and 
some of them are so constantly annoyed as to 
render removal of the lachrymal gland neces- 
sary, and this leaves them with an eye which 
frequently lacks sufficient moisture for physio- 
logical needs. 

These people have watery eyes at all times, 
are continually annoyed hy the tears which 
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overflow the lid, excoriate the skin and cause 
more discomfort than did their previous 
blennorrhoea. | 

Failure to destroy every part of the sac, 
ductus and canaliculi induces continuance of the 
old suppurative condition so that most opera- 
tors doing extirpation were glad of a sugges- 
tion which could provide drainage without the 
risks of failure in extirpation. 

About 1904 Cirincione first practiced anasto- 
mosis of the sac into the nasal cavity by dissect- 
ing the sac and ductus free below and up to the 
calaliculi, then boring through the nasal wall, 
tucked the sac through the opening. 

This had the effect of draining the sac into 
the superior rather than the inferior meatus 
and when successful this is a better operation 
than extirpation. 

The simplest measures which give equal re- 
sults are always best, and I come now to the 
description of a method of probing which was 
brought to the notice of the profession at the 
meeting of the A. M. A. in Detroit in 1892, by 
Dr. Irwin of Mansfield, Ohio, which I have 
practiced with much satisfaction ever since. 

Reasoning from anology with urethral stric- 
ture, Dr. Irwin introduced a probe pointed 
knife with flexible shaft which, after slitting 
the canaliculus, he passed through the stricture. 
Then while at the bottom in the nose he rotated 
the knife’on its shaft 90 degrees and pulled it 
back through the stricture without withdrawing 
it from the sac. 

Rotating again another 90 degrees he pushed 
it in once more and completed the circle of 180 
degrees, when he drew it out. 

He next passed the largest Theobald probe 
which the bony canal would accomodate, com- 
monly numbers 14 to 18 in men and 12 to 14 in 
women. 

‘The large probe is passed on the second day 
and after that I commonly choose one size 
smaller and pass that daily for a week, then 
alternate days for the next week. 

The third week I pass the probe once or 
twice as indicated and in fully 75 per cent of 
the cases this is all that will be required for the 
cure. 


‘In the few remaining cases up to fully 95 per 
cent an occasional probing may be necessary 
over a longer period of time, but nothing else 
is necessary to a complete cure. Of the other 
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five per cent it may be necessary to resort to 
anastomosis or extirpation if for any reason 
suppuration of the sac persists, which in my ex- 
perience has not happened in but a single case. 

Having tested syringing with boric acid solu- 
tion, normal saline and various antiseptic solu- 
tions, and carried a long series of cases without 
syringing, with equally good results, I have 
abandoned it as not essential. 

Recently I used mercurochrome in a few 
cases and thought the suppuration was some- 
what shortened, but the number is not large 
enough to be sure that it is an improvement of 
decided value. 


When the sac is acutely inflamed and swollen 
so much as to make it practically impossible to 
enter the sac through the canaliculus, I com- 
monly evacuate it with a narrow knife and 
keep the opening patent a day or two with a 
wick until external applications of moist, heat 
so reduce the swelling as to make the canali- 
cular route practicable. 


After slitting the punctum I find it an advan- 
age to rotate the knife until the cutting edge 
is downward and divide the ring where the two 
canaliculi unite with the sac. 


This facilitates the passage of the stricture 
knife and the large probes and it will remain 
open with the daily probing until the case is 
completed. 

Any complications from nasal or sinus dis- 
ease will need appropriate treatment, but when 
you once establish bottom drainage your case 
of cystitis is well even if the nasal disease is 
not fully so. 

My cases are almost all done under local 
anaesthesia. After instilling cocaine in the 
lower cul-de-sac I inject the canaliculi with co- 
caine, through a hypodermic syringe needle 
with its point broken off and rounded, which 
serves the double purpose of an anaesthetic and 
tells you whether there is stricture, because, if 
there is, the fluid returns through the upper 
punctum as fast as it enters. 

After a five minute wait the slitting of the 
canaliculus is painless and the contents of the 
sac are easily evacuated upward into the con- 
junctival sac. 

The lachrimal sac is then distended with a 
cocaine and sometimes adrenalin solution and a 
suitable wait will make the balance of the cut- 
ting and probing either painiess or so nearly so 
that there is no difficulty in getting the patient 
to continue. 


After the first day the pain is a vanishing 
quantity up to the end of the case. 

On account of the variation in the size and 
direction of the lachrimal canal it is sometimes 
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difficult to pass the stricture knife, and this is 
especially true of small probes. The large 
probe is free from this danger because its 
blunter end will slide over a mucous fold which 
would catch the small probe and make a false 
passage almost certain to happen. A little pre- 
liminary study of the type and facial contour 
of your patient will greatly assist in locating 
and determining the direction of the passage 
and a very few cases will make you facile and 
handy in it. 

In conclusion: It is far casier to induce the 
patient to submit to a simple procedure which 
bears the least resemblance to an operation, 
than to get him to consent to an operation, like 
extirpation of the sac or anastomosis, which if 


thorough is far from being simple or a minor 
operation. 


Extirpation condemns the most of patients 
to a life of almost constant annoyance from 
watery eyes which may be serious enough to 
necessitate another formidable operation, the 
extirpation of the lachrimal gland, which only 
substitutes one disability for another, giving the 
patient an eye which is too dry in exchange for 
one that is too wet. 


I feel sure that none of you who know all 
the advantages and disadvantages attendant on 
each of the kinds of treatment advocated would 
hesitate in selecting probing if you were the 
patient, and you have no right to ask your pa- 
tient to take chances you would yourself reject, 
if your places were reversed. 


Anastomosis is better than extirpation so 
long as the opening into the nose remains pat- 
ent, but cicitricial contraction is likely to re- 
quire the frequent use of a probe in which 
case the case is no better off than one probed 
through the natural channel which is classed 
among the partial failures. 


DISCUSSION 


DR. W. G. BIRD, Flint: I agree with the Doctor 
as far as extirpation of the sac is concerned. I al- 
ways consider that operation a last resort because I 
do not like to have the troublesome sequelae that 
usually follow, and I do not like the external scar. 
The objection to probing is that if you use small 
probes they do little good, and if large probes are 
used it is necessary to slit the canaliculi, and the 
passing of the large probes usually causes consider- 
able pain. When you slit the canaliculi you destroy 
the natural drainage of the lacrimal system. As I 
understand it, the palpebral ligament is attached to 
the anterior and the temporal side of the sac, and 
the act of winking contracts these ligaments causing 
the sac to dilate and at the same time causing a 
vacuum in the sac. The puncta feed into the in- 
ternal canthus of the eye where the tears collect 
and suck this fluid into the sac. If the canaliculus 


is gan it is impossible for the process to be carried 
out. 


I do the West operation—internal drainage opera- 
tion—whenever a case presents itself that I think 
should be: operated. It is an ideal operation in 
dacryocystitis because you get immediate. drainage 
of the pus into the nose and your pain and inflam- 
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mation subside at once. Of course in those cases 
it is necessary to use a general anaesthetic. There 
is no more shock with this operation than the ordin- 
ary submucous resection, the patients do not ob- 
ject to it as much as passing a probe, and the suc- 
cess seems to lie in the fact that the sac is well 
exposed and as large a portion as possible removed. 
It is necessary sometimes, if you have a very nar- 
row nasal passage, to remove the pendulous portion 
of the middle turbinate on one side, and sometimes 
to do a submucous resection of the nasal septum; 
but of course these cases are rare. After this opera- 
tion, where there are troublesome granulations, a 
little nitrate of silver applied twice a week keeps 
these down. The main thing is to get a large 
enough opening so the tears will pass through, 
which helps to keep the opening into the nose 
patulous. 

The best cases are those that have never been 
treated. My procedure is to syringe out the sac. If 
the fluid does not pass into the nose I pass a very 
small probe, a No. 3 or 4, and if this does not pass 
readily into the nose I suggest a nasal operation 
and usually get the consent of the patient. 


The after treatment does not amount to any- 
thing. A few washings out with a lacrimal syringe 
finishes the treatment. We have no external scar, 
no pain, and a satisfied patient as a rule. 

In cases of dacryocystitis complicated with cor- 
neal ulcer, or in cases where the eye must be opened, 
as in cataract, it is an ideal operation. The flow 
of pus is stopped at once and after a week’s time 
you can go on and do the operation on the eyeball 
without fear of infection. Then the natural drain- 
age is left intact. 


DR. GEORGE M. WALDECK, Detroit: Doctor 

Campbell of Detroit has recently done some very 
nice work in the lacrimal sac, injecting bismuth 
paste with the idea of ascertaining the location of 
the structure and the size of the bony canal. This 
has brought out some interesting things, especially 
as to the variation in the anatomy of the bony canal, 
They then have modified the West operation to a 
certain extent, in that they pass a probe through 
in the ordinary way, a speciall ydevised probe, one 
with which they can force a way through the nose. 
Then they enlarge the opening around the exit of 
the probe and with another smaller instrument catch 
the end of the sac and bring that into the nose. 
Doctor Campbell recently read a paper in which he 
stated that the results have been really very grati- 
fying. 
I i antes we have a new field here in the treat- 
ment of the lacrimal sac, and while I do not think 
that we have by any means covered the ground, it 
is a great advance over the old extirpation. 


DR. ALBERT E. BULSON, Jackson: I agree 
with Doctor Baker in the treatment, largely, but we 
must consider the different phases of this lacrimal 
occlusion—acute, sub-acute and chronic. With acute 
dacryocystitis there is usually invasion through the 
nose and up through the duct, and local treatment 
of the nose with perhaps syringing of the duct will 
complete a cure. But where we find a case of sub- 
acute dacryocystitis that has run perhaps for Sev- 
eral months, my invariable practice is to slit the 
canal and put down a good-sified probe. I remember 
Doctor Noyes of New York said, ‘““You have to open 
the door before you can go through in these cases,” 
and that is true. First I slit the canal, and of 
course this is a delicate operation, requiring a good 
deal of care just how to slit the duct. Then I put 
in perhaps a No. 11 Theobald probe. Invariably you 
will find stenosis through the duct. but break it 
down. In my slitting of the canal I use a Noyes 
Knife to go out through the duct, then put in my 
probe. 


The Doctor recommended probing perhaps every 
day for a time; or every other day, but I find in my 
experience that after the second probing the pa- 
tients get very much discouraged, and even though 
you are successful and they are satisfied, they dread 
it and rebel against the probing. Of course I al- 
ways use a local anaesthetic, but they suffer a 
little, so I drop from a No. 11 to a No. 5 or 6 probe 
and only probe about twice a week, gradually 
lengthening the time to once a week or once in two 
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weeks. I have some cases that have gone ten 
years, but who occasionally come in to have a probe 
introduced. 


I think I was one of the first to advocate the re- 
moval of the gland. I remember advocating it be- 
fore the Tri-Medical Society at Fort Wayne, Ind., 
and they thought it was a good suggestion. But I 
have found that you are simply making a bad mat- 
ter worse. We have a dry eye, but certainly it is 
better for the patient to have a wet eye. So in my 
own personal practice I have abandoned the idea of 
removing the gland. I have never attempted the 
extirpation of the sac and have never believed in it. 
Therefore I rely wholly on probing. I believe it is 
the treatment, but remember, a large probe to start 
with and then taper down until you get at least to 
No, 3. Occasional probing will complete the cure. 


DR. GEORGE E. FROTHINGHAM, Detroit: I 
wish to make a point that I think is rather import- 
ant. Of course we have to select our cases in de- 
ciding on the operation we will do—the operation 
is according to conditions found. One point I have 
not heard mentioned that I think is rather import- 
ant, and that is, in slitting the canal where do you 
do that operation? I have noticed a number of 
cases where the slit is carried along the upper mar- 
gin of the lid. I think that is a mistake. The 
slit should be made so that when the slit is open 
afterward it lies against the eyeball instead of on 
the upper edge, and in that way you do not lose 
the power of suction. 


DR. HAROLD WILSON, Detroit: It seems to me 
there are two classes of cases—those that get well 
and those that do not—and in our reasoning on the 
theory we are apt to confine our thoughts to those 
who get well and our judgment may be warped ac- 
cordingly. 


We have those who are in favor of extirpating 
the sac, those who are in favor of the endo-nasal 
operation, and those who are in favor of probing. 
From the fact that there is a considerable variety 
of endo-nasal operations to choose from it is evi- 
dent that none are precisely adequate and satis- 
factory. From the fact that there are people who 
do not extirpate the sac, it is obvious that that is 
not the complete solution. From the fact that there 
are those who do not rely upon probing, it is evident 
that does not solve the problem entirely. So much 
for a logical analysis of the situation as it exists 
today. My convictions is that there are just as 
many patients who do not recover under one sys- 
tem of treatment as another, because each method 
has its own particular difficulties. Extirpation of 
the sac does not necessarily result in a weeping eye, 
and does not necessarily result in a perceptible scar. 
Probably those who have extirpated the sac could 
show many clean cases in which the scar is almost 
invisible. 

The knife that Doctor Baker showed is very 
satisfactory, if one is compelled to use a knife. 

I am perfectly satisfied that if an ophthalmologist 
had a chronic dacryocystitis and was subjected to 
probing two or three times a week with a No. 10 
or 14. or even a No. 4, he would prefer to have the 
sac extirpated and take the chances on getting along 
very well, and when Doctor Bulson says there is 
not much pain he speaks largely as the man in the 
pulpit speaks of original sin—without much per- 
sonal experience, that is, from the standpoint of the 
patient. It seems to me that on theoretical grounds 
there is no approach so satisfactory nor one from 
which we have better promise of excellent results, 
as the endo-nasal route. It is thoroughly sound 
anatomacally, it is a comparatively easy bit of 
surgery, and although we are laboring under diffi- 
culties and the results are apt not to be permanent. 
I am well satisfied that as a matter of surgical 
technic, no matter whether they all get well or not, 
they have an easier road to get well. 


DR. WALTER R. PARKER, Detroit: It seems 
to me that the question of whether or not the 
punctum should be opened depends upon whether it 
is normally located. If the punctum can function 
perfectly, it should not be incised; if it is not in its 
proper anatomical position than it should be incised. 
As the cases come to us routinely I think we can 
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resort to probing for a reasonable length of time. 
We all know there are certain cases that get well 
‘in’ a comparatively short time under probing. I 
speak now of the cases of chronic dacryocystitis in 
adults. If after we have probed for a reasonable 
length of time, perhaps a month or six weeks, and 
have not made any perceptible gain, then I think we 
have to resort to one or two procedures. When we 
have used a probe up to a No. 10 or 12 then I am 
inclined to think that the Ziegler rapid dilatation 
method will clear up a certain proportion of these 
cases. It is true it breaks the lacrimal vein, but it 
will clear up some cases that simple probing will 
not cure. Failing in this, my own preference is for 
extirpation of the sac. I am. _ still old-fashioned 
enough to extirpate the sac. There are secreted 
normally about six or seven minims of tears a day. 
If there is no chronic conjunctivitis present the pa- 
tient will not have a serious overflow of tears after 
the extirpation. If there is a chronic conjunctivitis 
they will have a troublesome epiphora in emotional 
periods, and of course the overflow will be on the 
cheek. 


I hesitate to speak about the so-called internal 
operation. I have had no experience with it, but 
Doctor Martin of Harvard says it is no good. After 
doing a large number of cases, only a comparatively 
small number got along without probing, even 
though the window is made. In his words, it is easy 
enough to make the window, but almost impossible 
to retain it. 


DR. HEMAN GRANT, Detroit: I would like to 
mention dacryocystitis in young children. There is 
a little procedure we can follow in these cases that 
helps somewhat. In about 75 per cent of my cases 
of acute and sub-acute dacryocystitis in young 
children, babies and infants, simple massage of the 
sac followed by the instillation of argyrol will make 
an end to the condition. The other 25 per cent 
which go on to a chronic condition I would like to 
have brought out in the final discussion. 


DR. A. E. OWEN, Lansing: Like the most of the 
men who do eye and nose work altogether, when 
West came out with his paper on the internal 
operation, I became enthusiastic. Doctor Bird did 
one or two here and told me how he got along, and 
then I began. I have done six or seven of these 
cases, but I had good results in only two of them. 
The rest of them I have had to do the same thing 
the rest of you do—probe and wash out, etc. I 
think perhaps West can do the West operation, but 
I believe there are very few men who can do it. 
It is easy enough to talk about this thing or going 
in there and making a window, bringing down the 
lacrimal sac and making a nice operation of it so 
you have an open canal, but it is another story 
to do it, and while I thought I did it, many of 
mine closed up. I think the rest of you if you 
are honest will say you have had much the same 
experience. Perhaps some of you are more skilful 
than I am. The last few cases I have had I did 
the same old thing I always did—extirpate the sac. 


I also think that very few extirpate the sac. You 
think you do. but some of the best operators I have 
seen agreed with me that they did not extirpate the 
sac. A little trick I learned a few years ago has 
helped me—after I think I have done a good opera- 
tion I use acetic acid and do not close it. 


DR. HARRY S. GRADLE, Chicago: I saw West 
do a good many of his cases, but I am not very 
keen about the operation. I tested out the Toti 
operation, and in about 40 per cent of cases the 
tear duct remained open. In Vienna we did the 
extirpation of the sac, but I do not believe that in 
25 per cent of cases after extirpation we had a 
patulous canal. I think we are on the wrong tract. 
We are interfering with physiological function by 
making a new pathway which will never allow the 
performance of the act of drainage of the tears. 
We must understand the tear sac drainage first, 
and there is where we are not perfect. Whether it 
is suction that delays action, we are not sure. 
Whether it is capillarity, or due to some epithelial 
condition within the sac, we do not know, and until 
we do know I do not think a proper method will 
ever be devised. I am firmly convinced that at 
present we are not treating the tear sac in a way 
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that is conducive to physiological function. A cer- 
tain number of cases will clear up under mild prob- 
ing; but those that will not clear up, what are we 
going to do? In the first palce, extirpation of the 
sac is the only logical procedure, because as has 
been shown us, we have not a smooth passage 
through the sac, but we have a tear sac with 
innumerable small diverticuli extending upward and 
outward, and until we can smooth up these diverti- 
culi or eradicate them completely, we cannot clear 
up the condition. On the other hand, extirpation of 
the sac is accompanied so often by closure of the 
sac. What can we call a successful case—a patu- 
lous canal? No. A canal that functions. The 
operation that Doctor Waldeck described is very 
Similar to the one that Drs. Weiner and Sauer of 
St. Louis have been doing for some time, and which 
is very successful for that operation. I believe Von 
S— started us in the right direction by the 
injection of barium into the sac, the X-ray showing 
us more or less the location of the stricture. If 
you do that and take stereocopic pictures, you will 
get a far better picture of the anatomy of your tear 
sac than by any of these instruments. 


I am not satisfied with my tear sac cases; I do 
not think I am doing them very much good. I have 
used the negative pole, galvanic current, but have 
not had satisfactory results. Of course there are 
certain emergencies that necessitate operation and 
immediate removal. But it is each one to his taste 
until we do find some method to restore the physi- 
ology of the tear sac. 


DR. CHARLES H. BAKER, (closing): Taking the 
discussions in order, 1 want to state first that slit- 
ting the canaliculus will not necessarily interfere 
with the physiological function. The location of 
the slit has a great deal to do with the results. If 
your slit is made pretty far back toward the con- 
junctival surface rather than toward the skin sur- 
face you get apposition of the edges of the slit to 
the eyeball, which is the central part of its function 
when the punctum is intact. Furthermore, you 
will frequently find after slitting and a series of 
probings, if you do not see the patient for a few 
months, that the edges of the slit have reunited and 
the duct is practically normal. 


I think those people who have had failures in 
probing have had these failures because of the rea- 
son Doctor Bulson mentioned. He starts with a big 
probe and then when the patients get discouraged he 
slips down to a small probe. There is the crux of 
the whole matter—the probing of these eyes. You 
must stick to the largest probe that will pass through 
the bony canal without damage to the membrane. 
In some cases with the Teutonic type of head and a 
very large canal, where you can pass a No. 20 Theo- 
bald probe, why go down with a No. 12 or 6? Why 
not stick to a No. 16 or 187 You have a membrane 
which is irritated and which lies in folds. There 
is a tendency to hypertrophy and infiltration, and 
if you pass a large probe you soon have that mem- 
brane squeezed dry. The tendency is then to re- 
form a more normal condition of the lining of the 
canal. I do not think any man by any other method 
of operation can show a higher percentage of cases 
that do not require after-treatment than can be 
shown if you follow consistently the large, probes. 


Doctor Gradle spoke of the use of negative elec- 
tricity. Years ago I tried this and it seemed to be 
beneficial, but the reaction in some cases was posi- 
tive, and when I came to check up I found I did not 
get much better results. I have had some experi- 
ence with the various antiseptics and astringents, 
but I did not seem to get any better results. The 
important thing is to pass a large probe and pass 
it frequently, every day for at least a week, and 
perhaps the second week, although the majority 
usually require it but one week, and 75 per cent of 





‘the cases will be cured by the end of the third week. 


In regard to infantile cases, these cases are due 
to retention of secretion within the sac at the bot- 
tom, probably an imperforate membrane at the bot- 
tom, and the passing of even a small probe will cure 
it. Once a natural passage is made the tears will 
continue to pass through and the case will soon be 
cured. 
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The function of the Joint Committee representing the University of Michigan and the 
Michigan State Medical Society is to present to the public the fundamental facts of 
modern scientific medicine for the purpose of 
cerning questions of public and private health. It is concerned in bringing the truth 
to the people, not in supporting or attacking any school, sect, or theory of medical 

It will send out teachers, not advocates. 


building up a sound public opinion con- 
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WHAT IS A PHYSICAL 
EXAMINATION? 





JOHN SUNDWALL, Ph. D., M. D. 
Professor of Hygiene and Director of the Department of 
Hygiene and Public Health. University of 
Michigan, Ann Arbor, Mich. 

To be of any value whatsoever, a physical exam- 
ination must be thorough and painstaking, Further- 
more, the examiner must be an expert. Not only 
must he be adept in determining whether organs and 
tissues are in order or out of order through the 
skillful utilization of the simple methods of physical 
diagnosis such as inspection, palpation, percussion 
and auscultation;; but he must be acquainted with 
the numerous laboratory methods, now at our com- 
mand, which aid in making and in many instances 
determines the diagnosis. Blood counts and blood 
chemistry, Wassermann, urinalysis, kidney efficiency 
tests, protein sensitization, bacteriological and sero- 
logical methods and analysis of various bodily secre- 
tions and excretions must be utilized at one time or 
another in order to make the diagnosis accurate and 
complete. Furthermore, the physieal examiner 
should know when the X-ray, the electrocardiograph, 
the polygraph and basal metabolism determinations 
are of service in determining man’s physical con- 
dition. Of course, it is not expected that all these 
methods and instruments are ta be used in every 
physical examination. On the contrary, certain 
methods will be utilized only when the general sub- 
jective and objective examination reveals or sug- 
gests beginning abnormal changes that require fur- 
ther study by means of precise methods in the hands 
of specialists. Moreover, it cannot be anticipated 
that the general examiner should be able to go into 
the laboratory and make for himself these various 
tests. Specially trained men are required for spe- 
cial methods and for utilizing special instruments. 
The general physical examiner should know, how- 
ever, when these are required and appreciate fully 
that in many instances the lavoratory alone can de- 
tect early regressive changes such as the degenera- 
tive group of diseases. 

To be able to make an efficient physical examina- 
tion from the standpoint of preventive medicine and 
to be able to detect early beginning retrogressive 
changes, require on the part of the examiner un- 


usual scientific training and experience. In fact 
there is no other branch or phase of medicine that 
demands so thorough and so broad training. Med- 
ical schools should give this specialty—physical 
examinations for health and physical efficiency—an 
important part in the curriculum, for it promises to 
be a most important phase of future medical prac- 
tice. 

But the physical examination is only the begin- 
ning of a program for the individual health promo- 
tion. The findings must be interpreted to the in- 
dividual in such a way that there will be, on his 
part, a lucid understanding of and a deep appre- 
ciation for the prevention of retrogressive changes 
or the correction of beginning abnormal alterations. 

Furthermore, records must be kept of these exam- 
inations. The findings of each successive examina- 
tion should be appended to the records of previous 
examinations. In other words, a continuous health 
record beginning with childhood should be the price- 
less possession of each individual. During the 
school age, this record should accompany the schol- 
astic record from kindergarten to the university. 

Just what should be included in the standard phy- 
sical examination is best stated by quoting from the 
Life Extension Institute, which has done far more 
than any other life saving agency to develop the 
“preventive medicine” features of physical examin- 
ations. 

“The Standard Examination is the foundation of 
the survey and determines the need for special re- 
search beyond the usual routine of the Unlimited 
Service. The Standard Examination and Service 
cover the following features: 

‘“(1) Examination of the Eyes, Ears, Nose, 
Throat, Mouth, Teeth, Lungs, Heart, Circulation, 
Blood Pressure, Skin, Glands, Stomach and Ab- 
dominal Organs, and general bodily conditions, 
chemic and microscopic examinations of the urine, 


Hemoglobin blood test for anemia. (Other special de- 


tails are covered in the examination of women and 
children.) 


*(2) A study and review by our Medical Staff 
of the daily living habits, personal and family his; 
tory, activities, past illnesses, and any other infor- 
mation as to physical condition and health problems 
which the subscriber may care to submit to us for 
consideration in connection with the physical exam- 
ination. 


“(3) Four urine examinations a year, chemic and 
miscroscopic. The Institute will send special con- 
tainers for these urine specimens. 


*(4) Confidential detailed reports’ following a 


careful study and review by the Institute’s Review- 
ing Staff of all the papers assembled in the case. 
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‘“(5) Suggestions for corrections of errors in per: 
sonal hygiene. 


“(6) Suggestions as to proper diet, with appro- 
priate diet lists. 

‘(7) Instructions covering appropriate exercise, 
with diagrams. 
*(8) Other 

guidance. 


(9) Mid-year questionnaire calling for a state- 
ment from the subscriber covering any changes that 
have occurred since the examination and as to the 


need of any additional hygienic counsel and guid- 
ance. 


general suggestions and hygienic 


(10) Educational health literature, including ap- 
propriate Keep-Well Bulletins and the Institute’s 
monthly journal, “How to Live.” These bulletins 
cover suggestions for: healthful living and personal 
hygiene generally, that is, eating, drinking, sleeping, 
working, play, exercise, posture, fresh air, etc., and 
timely information regarding the care of the mind 
and body. 


“(11) Educational Department of the Institute. 
Members have the privilege of communicating with 
this department at any time for general information 
relating to personal hygiene and disease prevention.” 


FREQUENCY OF PHYSICAL EXAMINATIONS 


Just how many examinations are essential in the 
life time of an individual in order to assure his 
health and physical efficiency must vary. No fixed 
standards can be put down as to how often physical 
examinations should be made. Age, state of health, 
intelligence of the individual, iliness and occupation 
are factors which should determine, in a large meas- 
ure, when examinations should be repeated. 

With a view of establishing an economic and scien- 
tific basis for physical examination of school chil- 
dren, the New York City Department of Health set 
out to determine the age and sex incidence of the oc- 
currence of physical defects in school children. The 
purpose of the study were to determine (1) “When 
physical defects occur; that is, at what age they 
may be found for the first time. (2) How many 
physical examinations are necessary during the 
school life of the child. (3) When physical exam- 
inations are most necessary in relation to the age of 
the child.’ With a view of answering these ques- 
tions, the Bureau of Child Hygiene of the Depart- 
ment of Health of New York City, in 1909, analyzed 
the physical defects found in a total of 356,292 chil- 
dren who had been examined. In 1921 a similar 
study was made of 139,770 children of age groups. 
The sex and age groups were 6-8 years, 8-10 years, 
10-12 years, and 14 years and over. The prevalence 
of such common defects in school children as de- 
fective hearing, pulmonary disease, cardiac disease, 
nervous disease, defective nasal breathing, hyper- 
trophied tonsils, defective vision, defective teeth and 
defective nutrition were tabulated for each of the 
age groups. The interesting summary and conclu- 
sions are as follows: 

“Tn analyzing the results of this study in physical 


defects found in school children, the following points 


seem worthy of emphasis: . 

1. The less common and more chronic physical 
defects such as pulmonary disease, cardiac disease 
and nervous disease remain at about the same level 
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throughout school life, and are apparently influ. 
enced little if at all by the school environment. 

2. Defective hearing and defective vision show a 
steady and persistent increase from the entering age 
to the leaving age throughout the school life of the 
child. In the case of defective hearing, however, 
the increase is relatively small; in the. case of de- 
fective vision, the increase is more marked. 


3. Malnutrition, defective nasal breathing (im- 
plying the presence of adenoids), hypertrophied tos- 
sils or diseased tonsils and defective teeth show 
their highest incidence either at the entering age 
or at the eight to ten-pear period, thereafter show- 
ing a fairly persistent and regular decline, 

4. While the incidence defects in all age groups 
is lower in the 1921 study than in the 1909 study, the 
relative age incidence remains approximately the 
same, the percentage of defects found at each age 


bearing about the same relative position in both 
studies. 


5. The physical examinations and follow-up work 
for school children in the years intervening between 
1909 and 1921 have evidently reduced the total num- 
ber of physical defects, with a resultant raising of 
the health standards of the children examined. They 
have not, however, resulted in a change jn the 


relative age ratio of the physical defects encoun- 
tered. 


CONCLUSIONS 


“The conclusions reached as a result of this study 
are: 


1. The most important physical exaination to be 
made in the school life of the child is.the one occur- 
ring at the time the child enters school for the first 
time. 


2. In orer to make the work of health supervision 
of school children effective, a complete physical 
examination of each child should be made before 
eight to ten-year period. If this can be done with 
100 per cent efficiency, combined with follow-up that 
is 100 per.cent effective and 100 per cent of treat- 
ments obtained, it should not be necessary to make 
regular physical examinations after the eight to ten- 
year period, reliance being placed after that time 
upon the routine inspection of the children in. the 
classroom. This routine inspection will permit the 
nurse, doctor or teacher to pick out the cases of 
physical defects that have been in any way over- 
looked during routine physical examinations or 
which have originated after the eight to ten-year 
period, 


3. An annual test for defective vision is desir- 
able. 


4. Unless the amount of money appropriated for 
school medical inspection is large enough to allow a 
complete and thorough physical examination each 
school year, the officials in charge of such work are 
not justified in spending any money in having physi- 
cal examinations made after the eight to ten-year 
period unless the full health needs of the children 
below that age period have been met. 


5B A logical deduction that might be drawn from 
this study is that great emphasis should be placed 
hereafter upon the pre-school age period as the time 
when physical defects should be prevented or cor- 
rected. 


6. To sum up the matter, this study would seem 
to show that the expenditure of time and money to 
make annual physical examinations of school chil- 
dren is not warranted and seems to be unnecessary. 
Analysis of the age and sex incidence of physical 
defects in this study shows that proper and ade- 
quate physical examinations made jn the early: life 
of the school child—that is, before the 8 or 10-year 
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period—are essential, and if these are properly fol- 
lowed up and suitable treatment obtained, the ap- 
propriations for this work will be spent in the most 
ceconomical way, the child’s health will be more 
thoroughly protected and future disease and the 
sequelae of physical defects be more adequately 
guarded against than by any of the present methods 
of school health supervision. 

From this extensive study it is readily seen that 
the most important age period for making a 
thorough physical examination, so far as school 
children are concerned, is at the time that they en- 
ter school. Furthermore,.we learn that with the 
possible exception of a marked. increase of defects 
of vision during the school périod, practically all the 
defects are present at the time the children enter 
school. Therefore, a thorough ‘‘over-going”’ is essen- 
tial in an earlier age period of life. In fact, the first 
six years are the most important and there should 
be a_ series of examinations accompanying the 
growth of the infant, the acquisition of new func- 
tions and the development of new structures. The 
wise parent will see to it that the baby maintains 
its proper weight and growth and that the joints 
and bones’ are functioning properly when the child 
begins to walk. Furthermore, the mother will be 


‘concerned with the throat with a view of removing 


tonsils and adenoids which later on may cause the 
damaged heart. She will know the age periods when 
the temporary and permanent teeth appear and 
“see to it’? that they are properly cared for. Each 
infectious disease of childhood and the convalesc- 
ence therefrom will be carefully guarded by the 
physical examination. 


To summarize then, early infancy should be char- 
acterized by a series of physical examinations ac- 
companied by proper instructions to mothers as to 
prevention and correction of the defects which are 
so prone to make their appearance in. early life. 
A thorough physical examination should be made 
of each child when it enters school and the defects 
should be corrected. Annual inspection of school 
children may well follow with particular reference 
to weight and growth, to posture, to the teeth and 
throat, to vision and to the general state of health. 
The annual inspections may well be made by the 
school nurse or the school health director. 


The next age period in life when a thorough over- 
going should be made is during early adulthood. 
Let us say from 18 to 20 or 20 to 22 years of age. 
Universities are beginning to require of all their 
entering freshmen this thorough physical examina- 
tion before registrations are completed. Physical 
examinations are of especial value to the young man 
and young woman beginning their life work. Just 
how often these should be repeated depends in the 
very largest measure, on the vocation pursued, the 
habits formed, the intelligence of the individual, and 
his state of health. Owing to the fact that the de- 
generative diseases ‘“‘crawl on’ so insiduously and 
to the fact that the vast majority of mankind are 
found to be possessed with defects of which they 
are unaware, it is a wise procedure for him who 
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desires to live a long, active and useful life, to 
insist upon an annual overhauling. 

Our relationships to the competent and painstak- 
ing physician should be similar to our relationship 
with our dentists. The efficient dentist to whom we 
ascribe the guardianship of our teeth, let us say 
from infancy on up, would feel that he had been 
remiss in his obligations and in his practice provid- 
ing he is compelled to substitute plates for teeth in 
the average person. Perhaps in the near future we 
shall censure our physician, to whom we have given 
over the wardships of our health, for the occurrence 
and progress of retrogressive processes which the 
physician could have prevented. 





TOO MANY DIPHTHERIA PATIENTS . 
DIE 


Why should there be any diphtheria mortality 
at all? Antitoxin is to this disease what water is 
to fire. The answer to the question is, therefore, 
that the -antitoxin is not given soon enough or 
in sufficient quantity. Fire does not spread more 
surely or more rapidly among combustible ma- 
terials than diphtheria in the tissues of the child 
attacked. The one supreme necessity is to head 
it off—put it out. A dose of 5000 units of anti- 
toxin may or may not suffice. This dose should 
be the minimum and it is far better to give 10,000 
or 20,000 units in one dose than in two. 

Nature is helpless in many of these cases; her 
defensive forces are simply overwhelmed by the 
poison of the disease. Give the patient a full 
dose, a liberal dose, of antitoxin, and as many as 
may be required; arrest the poisoning process; 
and then nature, relieved, rallies her phagocytic 
forces and destroys the invading bacilli, 

The mortality of diphtheria in this country, ac- 
cording to the Parke, Davis & Co., advertisement 
elsewhere in this issue, is 10 per cent. One pa- 
tient out of ten dies. Save the tenth child! 





AMERICAN SYNTHETICS 


The Fordney-McCumber Tariff Bill, recently 
passed by congress, unfortunately does not pro- 
vide sufficient protection for American-made 
medicinal chemicals, nor does it compensate for 
the extensive research work which has been done 
by American chemists. 

The rates on medicinal chemicals were passed 
over the protest of the medical profession. It is 
now possible for the physicians to follow up their 
protest by using only American-made synthetics, 
and referring to them, at all times, by their 
American names, as suggested by the Council on 
Pharmacy and Chemistry of the American Medi- 
cal Association. : 

Among the important American-made medicin- 
als which should receive the support of all Ameri- 
can physicians, are Arsphenamine, Barbital, Cin- 
chophen and Procaine. Literature on these prod- 
ucts may be obtained by writing to The Abbott 
Laboratories, Chicago. 
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Editorials 





Report Malpractice Threats 
Immediately to Doctor F. B. 
Tibbals, 1212 Kresge ae 
Detroit, Mich. 











IMPORTANT 


Despite the fact that Medical Defense has been a 
part of the work of the Michigan State Medical 
Society for a dozen years and the proper procedure 
for the doctor threatened published many times in 
the State Journal, there remain many men who do 
not know what to do when trouble comes. 


Many notify the State Secretary instead of the 
Chairman of the Medico-Legal Committee, some no- 
tify no one until the case is about to be tried. 


One such case this year almost resulted dis- 
astrously from the fact that two doctors from the 
same community testified against him, for a fee. 
The Medico-Legal Committee is frequently able to 
prevent this by educating the other members of the 
County Society as to their duty to themselves and 
their co-workers, 


Then too, only hasty preparation is possible for 
our attorneys in these late calls of distress. Another 
thing which men do right along is to select their 
own attorneys whereas the selection of local attor- 
ney rests with our general attorneys, solely, the rea- 
son being that attorneys know better the qualifica- 
tions and experience of other attorneys than those 
outside the legal profession can. 


F. B. TIBBALS, 
Chairman, Medico-Legal Committee. 


‘and Dean Cabot’s reply thereto. 
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THE ANN ARBOR CONFERENCE 


In response to the call and request for a con- 
ference regarding a proposed establishment of 
a new nursing school in connection with the 
University Hospital at Ann Arbor, the follow- 


ing were present at the meeting held on Sep- 
tember 20th: 


President Burton; Dr. W. T. rim she Presi- 
dent of the State Society; Dr. A. L. Seeley, 
Chairman of the Council; Councilors McLurg, 
Walker, DuBois, Le Fevre, Jackson, Clancy; 
Chairman Hume of the Legislative Committee, 
Chairman Frothingham of Committee on Civic 
and Industrial Relations; Dean Cabot and sev- 
eral members of the Medical Faculty, Regent 
W. H. Sawyer and some fifteen committee 
members of our standing committees. 

Dr. Parnall, Director of the University Hos- 
pital, was not present. The Council did not re- 
ceive any information or word as to why Dr. 
Parnall was absent. 

The meeting was presided over by Dr. See- 
ley, Chairman of the Council. 

The following statement was made by Dr. 
Dodge, President of the State Society: 

Early in July-—Dean’ Cabot informed that the Board 
of Regents had been solicited to establish a depart- 
ment of the University for training nurses independ- 
ent of the Medical School, governed by a dean and 
equipped with a faculty of its own. He also gave 
me an opportunity to examine a report of 2 com- 
mittee on Nursing Education appointed by the 
Rockefeller Foundation and which I shall hereafter 
call the Winslow Committee after its chairman. He 
also permitted me to read a communication from 
Dr. Parnall, Superintendent of the University Hos- 
pital, to.the.president-or thé University, advocating 
the establishment. of such a department, and his own 
reply thereto, in opposition. 

"Dean Cabot stated to me that he considered this 
| aaiiaiiaite if adopted, would prove very damaging to 
the Medical School and he requested me to take 


. steps to bring the matter to the attention of the 


medical profession and obtain their views thereon, 
also to use any influence I might have to prevent 
final action on the proposition by the Board of 
Regents until an expression of opinion from the 
profession could be obtained. I, accordingly, wrote 
to Regent Sawyer~requesting delay and requested 
the Secretary-Editor to direct inquiries to Dr. Par- 
nall. I-have also taken up the matter with the 
chairman of our Committee on Civic and Industrial 
Relations and the chairman of the Committee on 
Legislation and Public Policy. At their suggestion 
I have arranged for this special meeting of the 
Council and this Conference. In addition I have 
presented the proposition to every meeting of med- 
ical men I have had the pleasure of attending and 
have approved the publications that have been made 
in the Journal on this subject. 

I am of the opinion that the proper policy would 
have been to publish the argument made by Dr. 
Parnall in favor of establishing this new department 
Permission for 
such publication could—not._be obtained and Dr. 
Parnall declined to answer the questions put to 
him by the Secretary-Editor. His comment was that 
it would be obviously improper for him to issue un- 
authorized statements upon official matters pending 
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before the Board of Regents. He had been asked to 
give, for publication, his own opinions only. 

I wrote to President Burton asking him to permit 
the publication of these communications, but as 
shown by the letter to me from the Secretary of the 
University, published in the August Journal, it was 
very rightly decided not to trouble the President 
with the matter during his vacation. The Secretary, 
however, comments as follows: “It is my judgment 
that it would be highly unfortunate for Dean Cabot 
or Dr. Parnall to publish their views on a matter 
which is at present before the Board of Regents.” 
I do not agree with this statement. In my opinion 
the proper time to discuss a proposition of this sort, 
if it cannot be done earlier, is when it is before the 
Board of Regents. Better it would have been tu 
have first submitted the proposition to the faculty of 
the Medical School and obtained their views before 
its presentation to the Board of Regents. Obviously 
the views of Dean Cabot and Dr. Parnall are far 
apart. Dr. Parnall says:‘That the medical pro: 
fession will be injured in so doing is unthinkable.”’ 
Dean Cabot says: “To introduce into this rather 
delicately balanced machinery another faculty— 
which would very properly stand upon its rights— 
and upon its dignity—might very easily deal a blow 
at the very root of medical education in this state.” 


In discussing this proposition at meetings of med- 
ical men I have presented to them the substance of 
the Winslow report and its recommendations, and 
the criticism I have to make on that report is partly 
based upon the criticism uttered by others and 
partly based upon my own experience in the training 
of nurses. The report considers the subject of nurs- 
ing training purely from. a pedagogical. standpoint 
_and ignores the economical considerations relating 
‘to hospitals that have made the existence of the 
present hospital training schools possible. It also 
emphasizes the necessity, in the view of the com- 
mittee, of liberal financial support for all forms of 
nursing education. This is the only profession I 
believe, in which students are admitted to training 
without the payment of tuition charges and where 
room and board are furnished free of charge, and 
where the student is, during a portion of the course, 
oftentimes paid a considerable stipend for the ser; 
vices she renders. To reimburse the hospital for these 
expenditures furthering her education the student 
nurse is expected to assist in ccnducting the affairs 
of the hospital, to assist in keeping it clean and to 
assist in caring for the patients. In this way, per- 
forming these duties under close supervision, she 


receives, in my opinion the more important portion 


of her instruction. In performing these duties she 
is frequently called upon to perform menial tasks 
which in the opinion of the Winslow Committee is 
derogatory to the dignity of the trainee. I have 
known medical students to perform menial tasks in 
order to make a living while pursuing their medical 
studies. I have never known that their dignity suf- 
fered or the good opinion of their associates was 
lessened thereby. In my opinion the principles of 
cleanliness and the “aseptic conscience” can be more 
thoroughly built up and established in the mind of a 
trainee, by practical work, under proper supervision, 
than by didactical instruction in the class room. 
The Winslow Committee proposes to lessen the 
period devoted to a nurse’s education by the follow: 
ing methods: 


“Tt is fundamental to the success of nursing edu- 
cation that adequate funds should be available for 
the educational expenses of the school itself, and for 
thé replacement of student nurses by graduate 
nurses and hospital help in the execution of routine 
duties of a non-educational character. With the 
necessary financial support, and under a separate 
board or training school committee, organized pri- 
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marily for educational purposes, it is possible, with 
completion of a high school course or its equivalent 
as a prerequisite, to reduce the fundamental period 
of hospital training to 28 months and at the same 
time, by eliminating unessential, non-educational 
routine, to organize the course along intensive and 
co-ordinated lines with such modifications as may 
be necessary for practical application; courses of this 
standard would be reasonably certain to attract stu- 
dents of high quality in increasing numbers.” 


It will thus be seen that the committee would 
upset all the present economic factors connected 
with the training of nurses. The teaching faculty 
of a training school shall be independent of the 
clinical staff. The hospital shall be conducted by 
paid employes, students shall have the use of the 
wards for instruction purposes, patients shall be 
utilized as material, but the student nurse shall not 
be humiliated by the requirement to perform any 
menial tasks. Money is required to establish such 
a school but it is not intimated that the students 
shall be called upon to furnish it by the payment of 
tuition and board. Such training school as is de- 
scribed by the committee is utterly impractical and 
if adopted anywhere will result in producing a crop 
of stilted over-educated women who will be abso- 
lutely useless as nurses to care for the sick. Would 
it not be better to shorten the course of instruction 
by cutting down the mass of medical theoretical 
teaching that is now indulged in for the sole pur: 
pose of fitting the student nurse to pass the state 
board examination? It is absurd to expect a nurse 
to be qualified to answer some of the technical 
medical questions now asked on examinations. A 
knowledge of such subjects is only necessary to the 
medical man. The nurse who is taught to do as the 
physician directs and is taught in the fundamental 
principles of’ nursing the various classes of diseases, 
and who is inculcated with the “aseptic conscience,” 
and who has performed the routine duties of the 
ward and operating room, under proper supervision, 
so many times that she can he safely trusted to do 
it without direct supervision, is better qualified to 
perform the duties of a private duty nurse than the 
one who is only given technical teaching in the 
lecture room will ever be. 


Then it is proposed that a sroup of nurses shall 
be still more highly trained for public health work: 
One of the principal reasons for the shortcomings 
in the present training of nurses is believed to be the 
lack of trained leaders and well equipped instruc- 
tors in schools of nursing. The committee there- 
fore finds ‘‘That the development and strengthening 
of university schools of nursing of high grade for the 
training of leaders is of fundamental importance in 
the furtherance of nursing education.” This type 
of school should, in the judgment of the committee, 
be a separate and independent part of the univer- 
sity, cognate in rank and organization with the 
school of medicine or the school of law. More than 
a dozen colleges and universities now provide com- 


‘bined courses through which students may acquire 


both a nurse’s training and a college degree in five 
years, two years being devoted to the regular col- 
lege course, two years to intensive training in the 
hospital and a fifth year to one of the higher special- 
ties of nursing—public health, institutional super- 
vision, or nursing education. The numerical pro- 
portion of the nursing profession to be contributed 
by the university school will perhaps always be a 
small one, yet the role of these schools in setting 
standards and in the training of administrators, 
teachers, and public health nurses is considered to 
be of the greatest importance.” 


If a young lady takes this course of training, why 
should she be satisfied to be called a nurse? It is 


generally conceded that a public health administra- 
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tor should have additional training to that required 
for the degree of Doctor of Medicine, that he should 
have the degree of Doctor of Public Health through 
a course in sanitary engineering and in public health 
problems. The medical schools are open to women. 
Why should a special school be formed to educate 
nurses in the manner outlined by the committee? 
Why duplicate teaching forces? If a young woman 
can devote five years to the training outlined by the 
committee, why does she not take the course in the 
medical schools? 

The whole discussion of the subject by the Wins- 
low Committee indicates to me that it has not been 
done by men familiar with clinical hospital work. 
Possibly they are fine teachers and fine executives 
but they are primarily interested in educational 
methods and not in tse problems of conducting hos: 
pitals . The training of nurses has gone along very 
well under present methods. It is practical because 
in a few months a young lady can be fitted to be of 
real use to the hospital. She is given an easy and 
economical method of securing her training. She is 
given an independent spirit because by her labors 
she is enabled to reimburse her Alma Mater for 
the expenditures made in her behalf. She is not de- 
pendent upon charity—or endowments—and if the 
requirements of state boards are made reasonable 
and the present practice of requiring applicants to 
answer questions which should'only be propounded 
to medical men is dispensed with, we need not fear 
but that the various hospital training schools will 
succeed in furnishing all the nurses that will be 
required. 

The reply to this proposition will of course be that 
no one can be too highly educated to properly per- 
form the duties of any profession and that we are 
advocating a reduction in standards of education. 
We admit the charge if the examinations to which 
nurses now are subjected by our state board are to 
be taken as a criterion of the present standard. We 
claim that there are certain fundamental principles 
that a nurse should be taught and one of the more 
important is that she should not herself assume any 
responsibility that is not specifically delegated to 
her by the physician in charge of the case. She 
should be possessed of sufficient knowledge to cor- 
rectly take the temperature, pulse and respirations, 
and should be able to recognize the advent of unfa- 
vorable symptoms and should, at the appearance of 
such symptoms, be possessed of sufficient common 
sense to immediately notify the physician thereof, 
and place the responsibility on him. There should 
be no divided responsibility between two professions 
in the care of a patient. It is therefore not neces- 
sary that a nurse should be so highly trained as is 
the physician. If a young lady desires to perform 
the functions of a physician she should take the 
medical course. I have been informed by a nurs@ 
who has been a supervising nurse and a teacher in 
a hospital training school, but who has now the way 
of most good nurses and assumed charge of a home 
of her own, that in her opinion, nurses, better fitted 
for private duty nursing were turned out under the 
old two year training system: That it was her ob- 
servation that the present high school trained, too 
aristocratic to permit themselves to perform the 
menial tasks that are often necessary if a patient is 
properly cared for. While a member of the State 
Board of Registration in Medicine I occasionally bor- 
rowed questions from those submitted to our nurses 
by their State Board and found that a considerable 
percentage of our nursing graduates are specially 
primed to answer many of these questions by a 
system of “craming.’’ We claim that the present 
requirements of our State Nurses Board, the ques- 
tions asked on examination, do not tend to improve 
the quality or efficiency of the nurses who are 
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now being trained to meet such conditions and that 
whatever efficiency in caring for patients is exhibited 
by these nurses is due to their daily work in the 
wards of their hospitals and not to the useless cram- 
ming they receive on porely medical shbjects. 

To enter into a further discussion of the problem 
of providing adequate nursing care for the people 
would lead us far into a question of economies. The 
profession will undoubtedly, record its opinions and 
recommendations when the Committee of the Ameri- 
can Medical Association brings in its report. Until 
now we have only the views of self-constituted 
groups, not without personal jnterest, and who have 
secured Foundation funds to pursue their fanciful 
investigations. The medical profession is deeply in- 
terested. It cannot be denied that they rightfully 
are entitled to record their desires. Their recom- 
mendations should be carefully considered before 
any radical changes are instituted in our state hos- 
pitals and especially our University Hospital. To 
surreptitiously attempt to create a new department 
in our University Hospital, especially when such a 
department tends to alter the relationship of phy- 
sician and patient, to change the service of nursing 
care to the patients of the University Hospital and 
to limit the activities of the staff of that hospital as 
well as the Medical Department of our University 
cannot be viewed as other than inimical to the goo 
of the public, the interests of the medical faculty 
and the relation of physicians to their clientele. 

It is our opinion that the activities of the pro- 
moters of this movement might better have con- 
cerned themselves with providing for a class of 
nurses that would relieve the present situation. 
need presses for a super-trained nurse, who at best, 
barely supplants the cult members amongst us. 

In discussing this subject with the physicians of 
the state, the sentiment that exists I present to you, 
Mr. Regent and Mr. President, in the following sum- 
marization: 


1. That we oppose and respectfully request that 
no further effort be made to institute such a train- 
ing school in our University. 


2. That any plan suggested that alters or modifies 
the methods used in the University Hospital jin its 
executive or administrative methods, or that affects 
the University Hospital Training School for Nurses, 
shall before presentation to the Board of Regents be 
submitted for consideration and expression of opinion 
to the faculty of the medical school. 

38. That the University Hospital be placed under 
the supervision and direction of the Dean and Exec- 
utive Committee of the Medical School. That the 
Director be obligated to report to the Dean. 

4. That the University join with the State Med. 
ical Society in an effort to influence the Board of 
Registration of Nurses to so modify its examinations 
as to eliminate technical questions that should 
properly be propounded only to graduates in 
medicine. 

A a profession we are concerned with the profes- 
sional and educational interests of the Medical 
School and Hospital of our University. We are 
eager to aid in the enhancement of its standing in 
the educational world. We are emphatically opposed 
to its being a party to carrying out the idle machina- 
tions of self imbued reformists pursuing the quest 
of the idealists with a sacrificing of the practical. 


The viewpoint and position of the Medical 
Department of the University was set forth 
by Professor Warfield, upon Dean Cabot’s re- 
quest, as follows: 

The question before us today, as I understand it, 


is this: Should there be established at the Univer: 
sity Hospital a school of nursing education with a 
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separate faculty composed of professors, assistant 
professors, associates, instructors, as recommended 
in the repirt of the Committee on Nursing Education 
financed by the Rockefeller Foundation? 


It is well known to all here that I have just come 
from another state and have been connected with a 
large hospital for some years. The opinions which 
I shall express in the course of this brief paper are 
opinions held by me for some time, as a result of ob- 
servation and study of the general nursing situation, 
both in private practice, in the hospital, and in the 
field of Public Health Nursing. They are, therefore, 
the opinions of an outsider who has come to your 
state, but who has not yet had an opportunity to 
inform himself in detail concerning the local situa- 
tion and, therefore, cannot be influenced in his 
opinions by any local matters. The question is a 
broad one and should be considered and settled on a 
broad basis. 


First, I wish to say that this report deserves care- 
ful consideration because of the personnel of the 
committee. The fact that scarcely any male mem- 
ber of the committee is or has been engaged in the 


practice of medicine in the field, but is a scientist or. 


pedagogue, rather detracts from the combined opin- 
ion as to what is best for the medical profession and 
the public at large. 


As the years have passed, the nurses themselves, 
led by high minded idealists of their profession have 
been adding and adding to the curriculum until now 
the didactic side of the training over-reaches the 
practical side, and young women of high school edu- 
cation are trying to digest courses in anatomy, 
physiology, bacteriology, chemistry, clinical medi- 
cine, which are much more suited to the training of 
doctors than to the training of nurses. The con- 
sequence is, that a mass of misinformation or 
pseudo-information sticks in the mind of the average 
pupil nurse which jis of ne value to her, but on the 
contrary is of positive harm. She loses the spirit of 
sérvice and of assistance to the doctor, and often has 
attempted to tell the doctor what to do. In other 
words, the present curriculum for nurses tends to 
make of them neither good nurses nor good doctors. 
It is the inevitable result of trying to make out of 
a handmaiden to medicine an equal to medicine; to 
make a part equal to the whole. 

No one wil deny that the nurses are more. com- 
petent today along certain lines than they, were 
20 years ago, but one has to admit that the average 
nurse seems to have lost something in the effort to 
gain a greater and greater medical education. 

In reading over the report of the committee, one 
is struck by the obvious lack of emphasis placed 
upon service to the patient. It is entirely concerned 
with educating the nurse. Now, the primary object 
of any training school for nurses is to train young 
women to care for the sick. Caring for the sick is 
not a science. It never will be. It is an art, and all 
who have come in contact with women who have 
helped the physician in caring for sick people know 
that the art is born in the woman and cannot be 
educated into her. Some of the best nurses we, as 
practising physicians, have seen have been women 
who never had a day’s training in a hospital. This 
situation, it seems to me, must be taken into con- 
sideration in any discussion of higher education for 
nurses. 

It-is not altogether clear in my mind just what is 
proposed for our hospital. That is, whether we are 
asked to make two schools of nursing: one that we 
already have, and another, more highly educational 
one, to train specialists, with a moderate faculty; 
or whether it is proposed to take over the whole 
School of Nursing in the hospital and convert it into 
a school for the development of teachers of nursing. 
This, on its face, is absurd. Only a small percentage 
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of nurses who take training are fitted temperamen- 
tally to be teachers and executives. Those who wish 
to take up such advanced work can always do so, 
either in the hospital where they have completed 
their course, or in some other hospital or special 
institution. No one expects to make scientists, 
teachers, and research workers cut of every medical 
student, even in the most advanced medical schools. 
Why should it be thought that it is possible to do 
this with nurses? There is need for executives and 
teachers of nursing. No one will deny this, but one 
hesitates to admit that the best method is the one 
proposed by the committee. 


Now, the report takes cognizance of the fact that 
the problem is complicated. Jt is both educational 
and economic and, in order to meet the economic sit- 
uation, it suggests private endowment of $1,000,000 
—to several schools in different parts of the country. 
Endowment from the huge Foundations has un- 
doubtedly done much to advance research in medi- 
cine and to meet the needs of the public for medical 
practitioners, but all private endowment, tends to 
develop autocratic powers of control where the 
money is given. Rarely has a wealthy Foundation 
managed, naturally, by a board of human trustees, 
given funds outright to an institution over which it 
has no control of policy. This appears particularly 
to be the case in sums donated by one of the huge 
and enormously wealthy Foundations. Occasionally, 
indeed, it would appear that the funds had been do- 
nated in order to gain a foothold for the eventual 
domination of the policies of the institution accept- 
ing the funds in good faith. Any proposal to estab- 
lish the sort of nursing education which the report 
seems to advocate and which it is understood (but 
from no definite information) is contemplated for the 
University Hospital, must take into account the 
factor of expense. Are we not running now danger- 
ously near the limit of expense in the care of pa- 
tients? Medical education is the most expensive kind 
of education and nursing education cannot, it seems 
to me, be divorced from medical education without 
adding greatly to the expense and without tending, 
at the same time, to separate the assistant of medi- 
cine from medicine. As I see the scheme, the pupil 
nurses under their separate faculty (an added ex- 
pense) will be loaned to the hospital for certain 
hours, say eight hours a day.: They will be subject 
to a curriculum even more advanced than the pres- 
ent too-advanced one. In the hospital they will help 
to take care of the patients, but the actual nursing 
will have to be done by a paid staff of graduate 
nurses, because the pupil nurses, in such a proposed 
scheme, will be somewhat like medical students: at- 
tending clinics, rather than assistants to the staff 
in the carrying out or remedial measures of all kinds 
ordered by the staff. A moment’s thought will reveal 
how tremendous the expense will be. It is doubtful, 
in a hospital as large as our new hospital will be, if 
the interest of $1,000,000 will take care of the added 
expense. 


I cannot see how the patients who come here for 
care and treatment can benefit by another group 
working over them when they already are being dis- 
turbed, sometimes it would seem too much, by their 
use as teaching material for medical students. 


As I said before, and it is well to emphasize this 
point, the primary function of a nurses’ training 
school is to train women to take care of the sick, 
The hospital organization demands that there be 
heads and assistants. The nurse is not a separate 
entity in the hospital, but is an integral part of the 
therapy, the treatment of the sick. She carries out 
the doctors’ instructions as to diet, drugs, and gen- 
eral care, and the doctors have delegated to her in- 
structors the duties of showing the pupils how to 
perform the necessary offices in the care of ill and 
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disabled human beings. To view nursing education 
as something apart from service to the sick patient 
is to put it on a par with education in history or 
mathematics and to take away from it the very 
essence of what nursing is, viz: personal service 
from one to another in times of trouble and illness. 
To plac nursing education on «a business basis would 
defeat the very object of nursing. It seems to me 
that the plan would tend to draw away from the 
intimate association with the medical faculty and 
become a purely intellectual pursuit. The very 
name: ‘Faculty of Nursing Education” connotes a 
departure and separation from the primary object 
of nursing: service to the patient. 


I realize that there should be opportunities for 
young women to take advanced work which would 
fit them for positions as teachers and executives. 
The number of young women fitted by nature for 
these positions will be but a small percentage in any 
school of nursing, and executive positions beginning 
with supervisors of wards are already available in 
the hospital. For the few who are qualified to take 
advanced work it would seem to be poor policy to 
establish what would amount to a school of advanced 


standing. It would be a tremendously costly ex- 
periment, 


The voint has been raised that a school such as 
is proposed in the report would attract a greater 
number of desirable young women. From a rather 
large experience with hospitals to which training 
schools are attached, I should say that there are 
several reasons why young women choose a certain 
school. It is certainly not primarily on account of 
the quality of instruction given, or on the standing 
of the hospital in the community. 

This hospital is a uiversitv hospital in the 
strictest sense; a unique institution, officered by the 
Medical Faculty of the University, a teaching hos- 
pital. These are all the qualities which should at- 
tract the very best class of young women now. I 
am told they are not attracted and for one very, 


special reason, viz: the lack of proper living quarters 


where they will-have-the-—physical”@omforts so es- 
sential to their happiness. This, I am convinced, 


is the chief reason why we do not get more pupil 
nurses, 


To say that young women are not attracted to 
our hospital because of lack of university standards 
is to betray a lack of appreciation of the character 
of the university hospital. Another point which 
touches us very intimately is that the university 
hospital is a hospital for our state patients. It is 
run by the state for the benefit of the people in the 
state. The public is interested now in obtaining 
attendants upon their sick who will take charge of 
the home and be in reality a very real help in times 
of illness. The graduates from such a proposed 
school, because of their higher jntellectuality, would 
be even more averse to performing many of the little 
duties in the sick household than many of the present 
graduates are. This is a very vital point, as can be 
attested. by physicians out in the field. Does the 
University Hospital wish to train nurses to care for 
the great mass of sick. or does it wish to attempt 


an experiment in training teachers, executives and\, 
nurses who will be too highly trained to care for the } 


90 per cent of illnesses? This is, it seems to me,-a 
most important point to consider. 

I do not believe, therefore, that it would be wise 
to establish a separate Faculty of Nursing Educa- 
tion at the University Hospital. Certainly, before 


any such radical step is taken, the whole situation | 


should be very carefully considered by~a-eommittee 
of the Medical Faculty who are intimately associated 
with the problems in the hospital, and who are 
vitually concerned With the kind of nursing service 
rendered to the patients. 
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In order to lay before you some points for dis- 
cussion, I present my own opinions in regard to 
some of the disputed points in the broad problems of 
nursing education. 

From the constructive standpoint, therefore, I be- 
lieve: 


(1) The course for trained nurses should be 
shortened to two years, plus a four months’ proba- 
tion service, during which four months they would 
receive a large part of their class work in the sub- 
jects of anatomy, chemistry, bacteriology, hygiene, 
pathology, food chemistry, dietetics, materia medica, 
etc. 

(2) The nursing faculty should be composed of 
teachers of didactic subjects and of practical demon- 
strators. 

(3) The school of nursing should be under the 
Medical Faculty as a department for the study and 
care of patients. 

(4) The present curriculum should be ruthlessly 
slashed, so that there are more dietetics, more actual 
practical demonstration, less anatomy, chemistry, 
bacteriology, pathology, medical student clinical med- 
icine, ete. 

(5) There should be provision in certain schools 
for post-graduate training. | 


(6) There should be short courses of training fo 
intelligent women who wish to make a life’s work 
out of attending the sick. 


(7) The superintendent of the hospital, being the 
executive head of the hospital, having to do with all 
the varied conditions of hospital business, should 
have only an advisory voice on some committee in 
the conduct of the training school for nurses. 


(8) The policy of the training school for nurses 
should be guided by a board composed of members 
of the Medical Faculty, one of whom should be the 
Dean, the Superintendent of the Hospital, the Su- 
perintendent of the Training School, and others to 
be chosen by them. 

(9) The Superintendent of Nurses should be se- 
lected by a committee upon which are members of 
the medical hospital faculty. She may be given an 
Assistant Professorship of Nursing on the Medical 
Faculty. 

It is thus apparent that I am opposed to the 
establishment in the Hospital of a Faculty of Nurs- 

‘ig Education. I am convinced that certain changes 
should be made in the curriculum as at present laid 
down and certain other changes in’the general plan 
should be made. I believe that before any changes 
are made, there should be fuil and free discussion 
among those vitally interested in caring for the sick 
people of the state. 


LOUIS M. WARFIELD. 


A general discussion was then engaged in by 
President Burton, Regent Sawyer, Drs. Jack- 
son, DuBois, Taylor, Frothingham, Hume, 
Warfield, Dean Cabot, Hueber. 

President Dodge offered the following reso- 
lution, which was unanimously adopted: 


Moved that the following brief statement of our 


. opinion be transmitted to the Board of Regents 


through President Burton: 


It is the well considered opinion of this meeting 
that the creation at the University of Michigan of a 
School of Nursing under a faculty separate from the 
Medical Faculty and from the administration of the 
Hospital would be very unwise. We are convinced 


, that nursing is Most iiitttrrately connected with the 
, practice of medicine and that any step which tends 
‘to separate it from the practice or nieaicine will be 


harmful to the "i7t@¥é8ts of the community. It can- 
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not be doubted that the responsibility for the selec- 
tion and for the work of nurses lies and must lie 
with physicians, who must therefore be importantly 
concerned with their education. The separation of 
the training school from the hospital and the medical 
staff would make such responsibility impossible and 
would result in chaos. 


We are further of the opinion that the present 
very unusual arrangement at the University Hos: 
pital by which the training school for nurses is 
wholly under the control of the administrative officer 
of the hospital is unsound in theory and dangerous 
in practice. We believe that the training school 
for nurses should be directed either by the Medical 
Faculty or by a committee appointed by it. 

Président Burton made the statement that the 
next step would undoubtedly be the referring 
of the plan to the Medical Faculty, by the 
Board of Regents. He also stated that the 
creating of a new department by the Regents 
was not a matter easily accomplished. 

The Conference adjourned. 


Comment: At a meeting of the Regents 
held September 22 the proposed...plan was 
tabled. There the matter rests officially. The 
proponents of the plan have evidently not 
tabled their activities. They are endeavoring to 
enlist supporters and create a sentiment favor- 
ing this new school by continued activity. They 
are utilizing nurses throughout the state to 
wage a campaign and are interviewing individ- 
uals and requesting them to exert their influence 
with the Regents. They are also enlisting the 
support of women’s clubs and certain clubs 
have already sent telegrams to the Regents. 

It was the voted instruction of the Conference 
that no publicity should be given to the dis- 
cussion that occurred during the meeting. 


It was regretted that Dr. Parnall, the recog- 
nized proposer of this plan, was not present. 
We cannot feel that his absence was anything 
but an expression of a desire to act independ- 
ently and to ignore the profession. Ample no- 
tice was given of the conference. Unexpected 
emergencies might have been explained by mes- 
senger or written communication. As it was, 
the conference was simply ignored by Dr. 
Parnall. Does he feel that he does not need to 
recognize or confer with the profession in this 
matter? We wonder whether he can wisely 
and to the best interests of the University Hos- 
pital ignore the profession of Michigan. 





The plan is vicious in many ways. It is detri- 
mental to the welfare of the Medical Depart- 
ment of the University. It is detrimental to 
the welfare of the public. It is detrimental to 
the welfare of the profession. It is urged that 
the following activity be engaged in: 

1. The adoption of a resolution expressing 
disapproval of the plan and petitioning the 
Regents to not establish such a training school. 


2. Adopting a resolution urging the Regents 
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to place the University Hospital under the con- 
trol and direction of the Medical Faculty. 


3. That these resolutions be sent to the 
president and secretary of the university and 
also to each Regent. 

4. That individually you write to the Re- 
gents of your acquaintance. The following 
comprise the Board of Regents: 

Junius E. Beal, Ann Arbor. 

Frank B. Leland, 133 Griswold Building, 
Detroit. 

William L. Clements, Bay City. 

James O. Murfin, Dime Bank Building, De- 
troit. 

Benjamin S. Hanchett, Grand Rapids. 

Lucius L. Hubbard, Houghton. 

W. H. Sawyer, Hillsdale. 

Victor M. Gore, Benton Harbor. 

There is need for activity on the part of 
every County Society and our members indi- 
vidually. There should be no delay. It is 
urged that you take action at the very earliest 
opportunity. County Secretaries are requested 
to read this editorial statement at the first 
meeting following the receipt of this issue of 
the Journal. 





ABDOMINAL PAIN ACCOMPANYING 
ACUTE THROAT INFECTION 
OF CHILDREN 





At this time of the year, when throat infec- 
tions are common among children, we call at- 
tention to throat infections complicated by ab- 
dominal pain. Attention had previously been 
called to the relation between generalized in- 
fections, glandular infections and abdominal 
pain by Hutchison and others but this condition 
had not been previously related to throat in- 
fections. 

The presence of this condition is dependent 
upon the coincident occurrence of a throat in- 
fection with abdominal pain. The pain de- 
scribed as appearing suddenly and is always 
centered about the umbilicus. The child, when 
asked to point to the place of greatest pain, 
places his finger upon his umbilicus. On fur- 
ther examination he is found to have a definite 
throat infection of some sort. The pain in the 
abdomen is quite sharp and not uncommonly 
its persistent presence has resulted in opera- 
tion with a tentative diagnosis of acute appen- 
dicitis. It is in these cases that the pathological 
and clinical evidence was found to support this 
view. These cases were found to show only an 
acute lymphadenitis of the retro-peritoneal and 
mesenteric lymph glands with no involvement 
of the appendix. 

With the subsidence of the throat infection 
and the drop in temperature the pain subsides 
and the child makes an uneventful recovery. 
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This condition is of considerable interest be- 
cause the desirability of differentiating it from 
acute abdominal conditions, particularly acute 
appendicitis. However, in all typical cases no 
rigidity, tenderness or other evidence of peri- 
tonitis is to be found, although symptomatically 
the condition resembles the onset of acute ap- 
pendicitis. While no experimental evidence has 
been produced to justify this syndrome, the 
pathological clinical evidence is quite strong 
and the conclusion seems quite justifiable. 

However, as the author says, “One should 
not dwell in a fool’s paradise.” Sore throats 
and acute abdominal conditions necessitating 
operation may occur simultaneously and such 
conditions are recorded. Yet the conservatism 
of the practitioner who prevents an unnecessary 
operation upon a child with abdominal pain re- 
sulting from a sore throat is commendable. As 
in other things a happy medium commensurate 


with good diagnostic acumen is desirable. 
Er € 
J. Brennemann—American Jour. of Dis. Children, Nov, 
1921-22, No. 5. 





ROOSEVELT HOSPITAL 
EXAMINATION 





Dr. W. T. Dodge, October 13, 1922 
Pres. Mich. State Medical Society, 

Big Rapids, Mich. 
My Dear Doctor: 

The committee appointed by you in accord- 
ance with a resolution passed by the State 
Medical Society, at the Flint meeting, for the 
purpose of investigating conditions at the 
Roosevelt hospital, composed of the following 
members of the State Society, Dr. H. A. 
Haynes, Lapeer; Dr. Geo. FI. Lynch, Big Rap- 
ids; Dr. J. D. McCoy, Cass City; Dr. E. N. 
Nesbitt, Grand Rapids and Dr. W. S. Shipp, 
Battle Creek, submit the following report: 

Your entire committee visited the Roosevelt 
Hospital on the morning of Oct. 12, 1922, en- 
tirely unannounced to the Hospital manage- 
ment. The hospital was found to have a capa- 
city of 124 patients, with 118 now under treat- 
ment. Of these 25 are bed patients, the re- 
mainder being ambulatory. Additions are now 
well under way to increase the hospital capacity 
to 400. There is said to be a waiting list of 
about 200 at the present time who desire ad- 
mittance. 

The Hospital is pleasantly situated, on high 
ground, just at the easterly entrance to Camp 
Custer. The main building is large with abund- 
ant air space, and found to be clean, well venti- 
lated, well lighted, well heatel and well furn- 
ished. Here we found in one wing the large 
dining room with tables for four (trays are 
carried to bed cases). Another wing had bil- 
liard and pool tables, with other amusements, 
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and in another we found a number of patients 
receiving vocational training under the charge 
of four instructors. Comfortable chairs were 
to be found all about. 

From the main building we visited the sleep- 
ing quarters. The rooms are off corridors 
leading from the main building. All are of 
good size and well lighted and ventilated, and 
appeared neat and clean, with sufficient lavatory 
and toilet equipment. A notable feature every- 
where was the fire protection. The entire place 
being equipped with sprinkler system, besides 
pressure hose. 

The general laboratory, dental and X-ray de- 
partments are all well situated and equipped, 
and in charge of competent heads. 

The kitchen is in charge of a trained dietitian 
and is large and also well supplied with help 
and equipment, and gave an excellent appear- 
ance. A meal was in preparation during our 
visit and it looked wholesome and good. 

Your committee found the hospital manage- 
ment, both business and medical, very courteous 
and business like. We made personal inquiries 
of about 25 patients, asking them as to their 
care, food and general treatment, and we found 
not one who did not speak well of the institu- 
tion. All said that they were well-fed and well 
looked after. 

The conclusion of your committee, after go- 
ing thoroughly through and about the Roose- 
velt hospital, is that it is well and effiliently 
managed and run, and that the patients there 
are treated in a manner entirely satisfactory, as 
evidenced by their word and the smile on their 
face. 

Most respectfully, 
(Signed) W. S. Surpp, Chairman. 





“A LETTER TO OUR MEMBERS” 





To the Officers and Members of All County 

Medical Societies. 

Gentlemen : 

The November number of our Journal con- 
tains a statement of the action taken by your 
representatives at the Conference recently held 
in Ann Arbor to consider the latest proposition 
made concerning the training of nurses. It has 
since come to my knowledge that a campaign 
of propaganda has been started, through nurses 
associations, to submit their. expressed opinion 
of your representatives and bring public opin- 
ion to bear upon the Board of Regents whereby 
the establishment of a separate department of 
our University may be brought about. 

This campaign is started by a deliberate mis- 
representation that we are opposed to giving the 
nurses opportunity to further pursue their edu- 
cation after graduating as nurses. This state- 
ment is absolutely untrue. Your representa- 
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tives believe that nurses who aspire to become 
executives filling public health positions should 
be fully educated therefor by taking the degree 
of Doctor of Medicine and then further pur- 
suing their studies until they have acquired the 
degree of Doctor of Public Health. The Presi- 
dent of the University assured us that ample 
facilities were already afforded by the Univer- 
sity to pursue their studies. 


Your representatives were opposed to per- 
mitting the divorcement of the nursing from 
the medical profession by the creation of a 
separate department of nursing training at the 
University. We believe that the nursing pro- 
fession and the medical profession should con- 
tinue as in the past in the closest harmony. 
That in no other way can either profession ac- 
complish best results. Your representatives 
were especially concerned with the best course 
to follow in the training of private duty nurses. 
We are opposed to the proposal of the Winslow 
committee that a course of instruction of nine 
months for training a practical nurse be pro- 
vided. We are in accord with the proposition 
that the regular course of instruction be made 
28 months. We disagree with the recommenda- 
tion of that committee concerning the method of 
instruction to be given. We favor four months 
of probation during which time the student 
nurse shall be given class room instruction only 
and shall not be called upon to do any work in 
the hospital, to be followed by two years of 
hospital instruction, in which the student shall 
do the nursing work of the institution under 
adequate supervision and bedside instruction. 
In this way the nurse will maintain her inde- 
pendence and be permitted as at present to pay 
her services for her instruction and her sup- 
port. We think this places the nurse in a more 
favorable position than she would be if depend- 
ent upon charity or endowments for her sup- 
port. 


The Winslow report recommends that all the 
work of the hospital shall be done by hired em- 
ployees and that the entire time of the students 
shall be devoted to receiving instruction. Your 
representatives do not believe that competent 
nurses can be trained by such a method. 

If you believe that your representatives prop- 
erly expressed your position, please take steps 
to emphasize that fact by adopting resolutions 
and sending them to each member of the Board 
of Regents and the President of the Univer- 
sity. 

1. That the establishment of a separate de- 
partment in the University Hospital for nurses 
training is disapproved. 

2. That the conduct of the University Hos- 
pital and the Nurses Training School shall be 
again in charge of the faculty of the Medical 
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School, where it has always been until changed 
by the exigencies of the late war. 

This last is very important. If it is not 
done, your representatives believe that serious 
harm will result to the Medical School. 

We urge that you cause prompt action by 
your County Society. . 

W. T. Donce, President. 

The Regents of the University of Michigan: 

Hon. Junius E. Beal, Ann Arbor. 

Hon. Frank B. Leland, 1133 Griswold, De- 
troit. 

Hon. William L. Clements, Bay City. 

Hon. James O. Murfin, Dime Bank Building, 
Detroit. 

Hon. Benjamin S. Hanchett, Grand Rapids. 

Hon. Lucius L. Hubbard, Houghton. 

Hon. Walter H. Sawyer, Hillsdale. 

Hon. Victor M. Gore, Benton Harbor. 





GOITER 


The Subject of Exophthalmic Goiter has so 
long and so often been through the mill that one 
hesitates to discuss it further for fear of being 
a bore. However it is possible that a some- 
what new and refreshing conception of it may 
be of some interest. Hyman,(1-2) Lieb and 
Kessel have painstakingly analyzed our current 
conceptions and by combining good philosophy 
and analytic criticism brought to light the fal- 
laciousness of our views, at the same time that 
they presented their new and novel ideas. They 
have demonstrated the insignificant etiologic 
relationship the thyroid bears to the cardinal 
symptoms of hyperthyroidism and exophthal- 
mic goiter and the fact that thyroid enlargement 
and hyperphasia are hangers-on rather than es- 
sential pathologic symptoms. They have been 
unable to find any one who has recorded the 
successful production of all the classical signs 
of goiter by the injection or use of thyroid pro- 
ducts. Instead they have shown a remarkable 
correlation existing between the symptoms of 
this disease and that due to the disturbances of 
the autonomic system, symptoms popularized 
not so long ago by Eppinger(3) and Hess as 
vagatonia and sympatheticonia. So close is the 
relationship and so easy of production in the 
laboratory that one can hardly hesitate to ac- 
cept their views. They conceive a normal per- 
son as having either a stable autonomic system 
or as having a potentially imbalanced autonomic 
system, the latter being in a state comparable 
to that of a compensated heart in valvular dis- 
ease. But like in heart disease the lessened re- 
serve may be demonstrated by the injection of 
epinephrin, the Goetsch test. These latter so- 
called normal individuals when subjected to the 
environmental mental and physical hazards of 
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life break down their compensation so that they 
present the signs of an active imbalance of their 
autonomic system with the symptomatology 
ordinarily ascribed to hyperthyroidism or goiter 
namely tachycardia, tremor, nervousness, goiter 
and positive Goetsch. But they do not present 
an increased metabolic rate. To these symp- 
toms they have applied the name sympatho- 
mimetic manifestations. A person present- 
ing these symptoms may break down further 
still until they present in addition an elevated 
metabolic rate with the development of true 
exophthalmic goiter. 


Acting on this premise these workers have 
been able to treat exophthalmic goiter patients 
along new and simplified lines and it will be 
interesting to watch the further history of 
thyroid disturbances which seems doomed to 
revolutionary conceptions. 

M. L. 


1. Lieb, Hyman and Kessel, J. A. M. A., Vol. 79, 
pp. 1099. 


2. Kessel, Lieb and Hyman, J. A. M. A., Vol 79, 
pp. 1213. 


3. Eppinger and Hess, Vagatonia. 





CANCER WEEK 


It was the universal opinion that “Cancer 
Week, 1921” did more for the enlightment of 
the public in regard to cancer than anything 
ever attempted previously. The newspaper 
publicity, the clinics that were held, the educa- 
tional literature distributed and the public meet- 
ings and lectures imparted to the public author- 
itative information. The people learned the 
nature, course, symptoms, and methods of pre- 
vention and cure of the disease. It lifted the 
curtain and imparted information that the pub- 
lic needed. Thousands profited by reason of 
these activities during Cancer Week. It was 
a wonderful work. 


Inspired by the success of the movement, 
Cancer Week for 1922 has been designated as 
November 12-20. The work of 1921 is to be 
enlarged upon and farther reaching steps are 
being taken to make it more successful than last 
year. The movement has been endorsed by 
President Dodge and the Council of our State 
Medical Society. Dr. Reuben Petersen is again 
state chairman. 

It is urged that every county society co- 
operate in every possible way. Foster the 
movement so as to make it a success in your 
county. See that a public meeting is held and 
have your society sponsor that meeting. Inter- 
est the editors of your local papers. Induce 
your church pastors to support your activities 
and address their congregations upon the sub- 
ject. Cause your friends to attend these meet- 
ings. This year’s Cancer Week must exceed 
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in achievements that which was accomplished 
last year. The success depends in direct 
amount upon the effort you put into it. Why 
not one hundred per cent? It depends upon 
you. 





Editorial Comments 





Annonymous communications receive no attention. 
In this instance if you have a grievance against a 
fellow or group of fellows go to them personally, or, 
appear with your charges before the officers of your 
County Society. Your editor does not propose to be 
a general prosecutor, nor is he seeking to continu- 
ally keep washing the dirty linen of any locality. 





The “Chiros” are again asking for a State Board. 
Have you talked to your representatives in Lansing? 
Do it now and give them your side before these 
“Chiros’” pump them full with propoganda. 





The following extract from the address of the 
President of the Ohio State Medical Society is ger- 
main to the profession of Michigan: 

“An active, harmonious and zealous profession, 
with interest in the work for the betterment of the 
physician and the conditions urder which he must 
work, is one of the greatest needs of.the profession 
today. The whole profession is not at its task. If 
15 per cent of the profession with the greatest fore- 
sight and vision should suddenly discontinue their 
activities on behalf of their professional brethren 
the profession itself would be left flat on its back. 
The larger percentage of physicians look to the few 
for enlightenment and guidance, and when that does 
not shine to the greatest degree of brilliancy or 
there is an obstruction in their path which is not 
successfully overcome, the cry of criticism is heaped 
upon those who have been most active and loyal. 
More physicians must devote more thought and ef- 
fort to organization. The rank and file must realize 
how impotent are the officers and committees with- 
out the active support of the entire membership. 

“We need medical organization as never before, 
through which medical thought and medical leader- 
ship can be expressed. We need organization not 
to complain, object. and resist, but to explain, direct 
and construct. We need it for mutual help and 
protection of the profession. "We need it for the 
protection and welfare of the people. Always realiz- 
ing that the state medical association depends on 
strong, active, loyal county societies and local aca- 
demies of medicine, our efforts constantly should be 
exerted toward increasing the effectiveness of the 
central organization, which is the point of contact 
not only with governmental functions, but also with 
other statewide and with national organizations and 
groups interested in allied issues. The mechanics of 
organization must be steadily added to and enlarged. 
Every eligible physician should be induced to be- 
come a member of his county and state association. 
I foresee in the not distant future a substantial in- 
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crease in membership dues. ‘T'en dollars a year per 
member for the state association should not be con- 
sidered too large. It would be ridiculously small in 
comparison to membership dues in many other kinds 
of organizations.” 

Will you participate in bringing about a greater 
degree of activity in your county? 





The profession was distinctly honored in the elec- 
tion of Dr. Harkness of Houghton as State Com- 
mander of the American Legion. Though there has 
been much discussion of the bonus question, that 
propaganda is not the principal motive of the Le: 
gion. It is accomplishing splendid results along 
other lines that commend themselves because of 
their high motives. We look forward to 2 year of 
greater achievements under the direction of the 
new commander. We congratulate Dr. Harkness 
upon this deserved honor. 





The Annual Red Cross Roll Call is to be held this 
month. We know what the Red Cross did during 
the war. We know what it does where a calamity 
overtakes a community. For that type of work we 
have nothing but the greatest praise and commen- 
dation. We believe that to be the field and scope of 
activity of the Red Cross. We believe that in such 
work it merits our support. On the other hand, 
recently the Red Cross has entered a field of health 
nursing. In doing so, it has gone beyond its scope. 
In doing so it forfeits a right to financial support. 
Until the Red Cross withdraws from health activity 
our contributions should be withheld. The Ameri- 
can Medical Association by resolution expressed dis- 
approval of the public health activities of the Red 
Cross. The House of Delegates held that a con- 
tinuation of such health activities by the Red Cross 
would promote community irresponsibility and help- 
lessness. 

Again we repeat, the Red Cross does not merit 
financial support until it withdraws from that field 
of activity. 





The annual conference of secretaries of State 
Medical Societies will be held in Chicago at the 
headquarters of the American Medical Association 
on November 17th. The plan of the work of the 
Michigan Joint Committee on Public Health Mduca- 
tion will be presented and discussed at that meeting. 





At a representative gathering of active members 


of the profession a unanimous expression was made - 


that a training course of two years and four 
months was ample for a trained nurse. That her 
requirements should be first, personal adaptability; 
second, a preliminary education equivalent to eighth 
grade school work, and third, that she should be 
taught less of the science of medicine and more of 
nursing principles and practice. The opinion was 
also advanced that the requirement and standards 
of the State Board of Registration in Nursing was 
too severe and high. In brief that the present nurse 
graduate if over-trained in theoretical knowledge 
and under-trained in practical nursing. The need 
exists for nurses who can contribute to the patient’s 
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comfort rather than the nurse who can interpret the 
diagnostic symptoms. The massage, bath and treat- 
ments given by the present day graduate accomp- 
lishes far less than what might be accomplished by 
such measures. We are amused, in walking :through 
hospital wards, while witnessing the usual back-rub 
that is given by the nurse—a listless, light and 
dainty passage over the skin with a lily-white hand 
that contains a few drops of the rubbing compound 
and presto! a “back rub” is recorded upon the chart. 
A waste of time and nothing done for the patient 
that is of any value or comforting. We hope that 
we are on the eve of change from the ideal and ultro- 
scientific to the practical and useful in the training 
of nurses. 





You owe it to your patients and community to 
extend to them the message of hope during Cancer 
Week. More people, after the age of forty, die of 
cancer than of tuberculosis or pneumonia. This 
mortality rate can be reduced. The avenue of ac- 
tivity is education. See that the people of your 
community receive that education. Co-operate with 
your local committee and aid the officers of your 
county society in the work of Cancer Week. 





Correspondence 





The Editor of the Journal of the Michigan State 

Medical Society: 

The Alpena County Medical Society is pleased 
to report 100 per cent membership. Doctors E. 
L. Foley and H. J. Burkholder, excepted. Dr. 
Foley being the o ender. 

Because of very unprofessional actions, Dr, E. 
L. Foley was suspended from our society ni April, 
1920. (His signature to a death certificate and 
this the copy: Cause of death Septic Peritonitis. 
Contributory cause, Dilatation and Currettinent 
of Uterus. Operation by Dr. McDaniels and Dr. 
McDaniels was a member in good standing at the 
time. An autopsy was ordered by the coroner, 
Dr. D. A. Cameron and performed by Dr. Morse 
of Harper hospital, Detroit. The findings of same 
being, Cause of Death, Pernicious Anemia (so 
signed by the coroner) and no evidence of pres- 
ent or past pregnancy being present.) 

He appealed to the M. S. M. S,. and was given 
a hearing before its council in Bay City in June, 
1920. The Council vindicated the action of our 
society without one dissenting vote, but, with the 
recommendation that he be given six months to 
make amends and come square and in the event 
he did he should be reinstated. He made no 
amends, rather the opposite with the result that 
our society expelled him in Oct. 1921, and it 
stands expulsion today. 

The Alpena County Medical Society goes on 
record that this communication be given space in 
the Journal of the M. S. M. S. and too that a 
copy of the same be sent to the Journal of the 
A. M. A. under Michigan News. 

Fraternally, 
JOHN S. JACKSON, Secretary. 
D. A. CAMERON, President. 
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Deaths 


Doctor Andrew Forster died August 24, 1922. He 
was a graduate cf St. Bonaventure College and from 
the Jefferson Medical College. 








The death of the following doctor, not a member 
of the society has been reported: Alfred H. Tucker. 


State News Notes 


COLLECTIONS 


Physicians’ Bills and Hospital Accounts collected 
anywhere in Michigan. H. C. VanAken, Lawyer, 
309 Post Building, Battle Creek, Michigan. Refer- 
ence any Bank in Battle Creek. 








During the past year the library of the Wayne 
County Medical Society has received 1,243 bound 
volumes and about 300 unbound numbers of valuable 
journals from Dr. W. P. Manton; some 200 books 
from Mrs. H. W. Longyear; 400 volumes from Dr. 
G. B. Lowrie; 300 volumes from Mrs. A. H. Stein- 
brecher; and 160 volumes from Dr. Ray Connor. 
Over 20 physicians and nearly ten institutions have 
also given the library books and journals during 
1921-1922. At the present time there are about 
15,000 volumes in the library. 





Dr. George Dock of St. Louis has presented the 
Wayne County Medical Society with a portrait of 
Dr. William Beaumont and one of Sir William Osler, 





The following physicians were active in the drive 
for new members for the Detroit Board of Com- 
merce: Drs. C. D. Brooks, W. R. Clinton, H. B. 
Garner, J. H. Greenwood, stewart Hamilton, L. J. 
Hirschman, P. F. Morse, Angus McLean, F. B. 
Walker, Walter J. Wilson and William. A. Wilson. 





Drs. W. H. Browns, H. I. Gratton, Frank Mac- 
Kenzie, George Reberdy and C. E. Vreeland were 
elected members of the Detroit Athletic Club at the 
September meeting of the Board. 





Dr. Herman H. Sanderson read a paper on ‘‘Tuber- 
culin Therapy in Eye Affections”’ before the Detroit 
Ophthalmological and Qtological Club Oet. 11, 1922. 





The Detroit Academy of Medicine were entertained 
at dinner in tne Detroit Athletic Club Oct. 10, 1922, 
by Dr. Guy L. Kiefer, the retiring president. Fol- 
lowing the dinner, Dr. Kiefer read a paper on “Tn- 
dustrial Medicine.” Dr. B. R. Shurly was elected 
President; Dr. W. H. Morley, Vice President; Dr. Ei 
L. Simpson, Secretary-Treasurer, and Dr. F. W. 
Robbins, Director. 





The Michigan State Board of Registration in Medi- 
cine held its fall examinations in Lansing Oct. 10, 11, 
12, 1922. z 





Dr. Cyril K. Valade and Miss Marion I. Anderson 
of Detroit were married on Oct. 5th, After a 
honeymoon in the east they will be at home in De- 
troit after Nov. 1st. 





Born to Dr. and Mrs. L. C. Donnely of Detroit, a 
'aby girl on Oct, 15th. 





Butterworth Hospital, Grand Rapids, resumed its 
‘egular monthly practitioners’ clinic after a summer 
recess. Physicians from surrounding communities 

re cordially invited. The day is spent in clinics, 
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diagnostic procedures, 
tions. 


discussions and demonstra- 





The Michigan and Indiana Sections of the Ameri- 
can College of Surgeons will meet in Evansville. Ind., 
on Dec. 4 and 5. 





Dr. John R. Rogers and Dr. Harrison S. Collisi of 
Grand Rapids were conferred the Fellowship degree 
of the American College of Surgeons at Boston con- 
vocation. 





We again urge that you send in news items from 
your locality. 





Allan D. McDonald, son of Dr. Allan W. McDonald 


of Detroit, entered West Point Military Academy 
this fall. 





Drs. Angus McLean, F. B. Walker and B. R. 
Shurly, delegates of the Detroit Chapter, attended 
the National Convention of the Military Order of 
the World War at Atlantic City Sept. 18-20, 1922. 





The Bulletin of the Wayne County Medical So- 
ciety announces that Dr. Walter P. Manton can be 
addressed by his friends at 1260 Linda Vista, R. F. 
D. No. 2, Box 51, Pasadena, Cal. 





The Annual Convention of the Radiological So- 
ciety of North America will be held in the Statler 
Hotel, Detroit, Dec. 4, 1922. 





Dr. John M. Carter returned to Detroit recently 
after a three months’ trip abroad. 





Dr. William A. Evans of Detroit read a paper 
at the annual meeting of the American Roentgeno- 
logical Society, held in Los Angeles this fall, on 
“The Value of the Roentgen Study of Mastoid Dis- 
ease in Children Under Five.’’ Dr. Evans is treasurer 
of this society. 





Dr. Warren L. Babcock, Superintendent of Grace 
Hospital, Detroit, returned in September from a 
visit to Europe. 





Dr. Walter L. Hackett left Detroit in September 
for London, England, to study for a year. 





A celebration:of the one hundredth anniversary 
of the birth of Louis Pasteur will take place in 
Philadelphia Dec. 27, 1922. 





Dr. Theophilus T, Dysarz was appointed Health 
Officer of Hamtramck and Dr. Paul A. Klebba was 
elected a member of the Council of Hamtramck 
Sept. 19, 1922. 





Dr. and Mrs. James Cleland of Detroit spent sev- 
eral weeks this fall in Atlantic City. 





The Second Annual Cancer Week will be held in 
Detroit Nov. 12-18, 1922, under the auspices of the 
Committee on Cancer of the Wayne County Medical 
Society in conjunction with the American Society 
for the Control of Cancer and the Detroit Depart- 
ment of Health. It is expected that Dr. Joseph 

'‘n0dgood of Baltimore will be one of the out-of- 
town speakers. 





The new Navy Hospital, erected in San Diego, 
Cal., at a cost of $1,000,000 was opened Aug. 24, 1922. 





Dr. Louis M. Warfield, Professor of Medicine in 
the University of Michigan, read a paper on ‘“‘Hodg- 
kin’s Disease and Allied Conditions’ before the 
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Detroit Branch of the Society of American Bacter, 
iologists at the Medical Building, Detroit, Sept. 27, 
1922. 





The Twelfth Annual Meeting of the American 
Child Hygiene Association was held in Washington, 
D. C., Oct. 12, 1922. 





Dr. Alois Thuner of San Diego, Cal., spent part 
of September and October in Detroit. Dr. Thuner 
practiced medicine nearly 40 years in the City of 
the Straits. Two years ago he retired from prac- 
tice and moved to California. 





Drs. Robert Tapert, Walter E. Welz and A. S. 
DeWitt left Detroit Aug. 31, 1922, for a six weeks’ 
trip abroad. 





Sixteen members of the Wayne County Medical 
Society died during the past society year. 





Dr. Patrick L. Ledwidge, one of the residents 
during the past year at Harper Hospital, Detroit, 
was married Aug. 31, 1922 ,to Miss Mary J. Hooley. 





The following Michigan physicians attended the 
Annual Meeting of the American Academy of Oph- 
thalmology and Oto-Laryngology, held in Minne- 
apolis and St. Paul, Sept. 18-23, 1922: Doctors G. is 
Boyce of Iron Mountain, W. B. Boyce of Escanaba, 
B. N. Culver of Battle Creek, C. R. Elwood af Me- 
nominee, M. A. Farnsworth of Grand Rapids, P. T. 
McKinney of Saginaw, P. T. Grant of Grand Rap- 
ids, George Slocum of Ann Arbor, L. W. Toles of 
Lansing, D. E. Welsh of Grand Rapids, Robert Bet- 
tie of Detroit, E, J. Bernstein of Detroit, Neil Bent- 
ley of Detroit, Ray Connor of Detroit, Don M. Camp- 
bell of Detroit, W. S. Gonne of Detroit, R. S. Goux 
of Detroit, W. R. Parker of Detroit, H. W. Peirce of 
Detroit and J. S. Wendel of Detroit. 





The engagement of Franklin Robbins, son of Dr. 
and Mrs. F. W. Robbins of Detroit, to Mrs. Claytice 
W. Brown, was recently announced. 





Dr. Stanley V. Laub of Detroit was married, Sept. 
26, 1922, to Miss Dorothy F. Wilder, also of Detroit. 





Mrs. Hal C. Wyman, widow of Dr. Wyman, and 
her daughter, Anne, left Detroit Sept. 27, 1922 for 
California, where they will spend the winter. 





September 1, 1922, the Washington Arcade, De- 
troit, was closed as an office building. The physi- 
cians having offices in that building, moved for the 
most part into the Stroh building, the Professional 
building, and the David Whitney building. Doctors 
George Fay, J. B. Kennedy, George Kennedy, 
Charles Kennedy, William Kennedy, Dale King and 
George Parmalee moved into the Professional build- 
ing; Doctors A. D. McAlpine, John McAlpine, and 
Cc. C. Wright into the David Whitney building, and 
Doctors A. O. Brown, G. L. Connor, Ray Connor, A. 
H. Goerenfle, James Hall, B. D. Harison, George 
Lowrie, G. H. McMahen, Carl Muenz, J. Rosenthal, 
Glenn Stockwell, C. H. Schulte and Wadsworth 
Warren into the Stroh building. Doctor M. We 
Meddaugh moved his office to his home, 1309 West 
Warren Ave., and Doctor Robert A. Simpson to his 
home, 3010 McGraw Ave. Dr. J. E. Clark moved 
his office into the Shurly building. 





After waiting patiently for. years, the city of 
Monroe can now boast of as nicely equipped lit- 
tle hospital as there is in the state for its size. 
It was built, and is being maintained by Dr, A. 
W. Karch of Monroe. It 


is of pressed brick 
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construction, three stories in height and can ac- 
commodate about thirty patients. Has all the 
latest equipment, including X-ray, modern 
sterilizer and operating rooms. Since the open- 
ing, last August, it has been filled to capacity and 
bids fair to be a success in every detail. Dr. 
Karch has the best wishes of the people and 
medical profession of Monroe County for future 
success of this much needed institution. 





Dr. C. J. Golinvaux has opened an office in 
Monroe over Hurd-Sterling Co., 5 S. Monroe St., 
recently vacated by Dr. Brin Miller. Dr. Golin- 
vaux is a recent graduate of the medical school 
of St. Louis University, St. Louis, Mo., and just 
completed a year’s internship in St. Vincent’s 
Hospital, Toledo, Ohio, and Lafayette Maternity 
Hospital, St. Louis, Mo. Dr. Golinvaux comes to 
Monroe highly recommended and has the best 
wishes of the profession at large, for success. 





Dr. ‘Chas. “Tt. Southworth, Monroe, has entirely 
recovered from his recent severe illness, and is 
back in his office. 





Dr. Carl L. Ratigan of Detroit was married, Sept. 
26, 1922, to Miss Adeline M. Page of Windsor, Ont. 





Dr. Iver E. Reed of Detroit was married, Sept. 20, 
1922, to Miss Catherine I. Ensley, also of Detroit. 
Dr. Edward Crump was best man and Dr. Owen 
Foster was one of the ushers. 





Miss Karelyn Smith, daughter of Dr. and Mrs. 
Eugene Smith of Detroit, was married, Sept. 20, 1922, 
to Mr, Ralf A. Crookston, son of Mrs. Nellie Crook- 
stone of Newburg, N. Y. 





Dr. and Mrs, Arthur L. Gignac of Detroit an- 
nounce the birth of a daughter, Rita Marion, Sept. 
8, 1922. 





County Society News 
GENESEE COUNTY 





The Genesee County Medical Society met on Sept. 
20, President Miner presiding. Dr. M. A. Mortensen 
of the Battle Creek Sanatarium gave a most thought- 
ful address on ‘“‘The Management of the Cardio- 
Renal Case.” .He discussed the various etiological 
factors concerned in the production of this most com- 
mon affection. He briefly outlined!the renal func- 
tion tests which he had found the most useful. In 
treatment advised removal of foci of infection, regu- 
lation of habits, a diet with a low protein intake, 
restriction of fluids, and cardiac stimulants as might 
seem to be indicated. 

The Genesee County Medical Society met at noon 
luncheon on Wednesday, Oct. 4, President Miner 
presiding. Dr. Bruce Lockwood of Detroit spoke on 
“Present Day Conceptions of Diet Adjustment in 
Diabetes.” He gave a most interesting historical 
review of the various dietetic procedures that have 
been used since the disease has been recognized. 
He then outlined the principles of diet adjustment 
and clearly showed how to arrive at the proper 
proportion of protein, carbohydrate and fat in given 
cases. 

The annual meeting of the Genesee County 
Medical Society was held on Wednesday, October 
18th. The annual reports of the officers showed 
the society to be in a very prosperous condition. 
It is particularly noticeable that the society 
showed more interest in various civic problems. 
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than ever before. Miss Alice M. Crane of Ann 
School of Nursing,’ presenting the problem from 
Arbor addressed the society on “The Separate 
the nurses standpoint. Dr. A. W. Crane of Kala- 
mazoo spoke on ‘“‘The Diagnostic Field of the 
X-ray in Appendicitis.” The lecture was copi- 
ously illustrated by lantern slides. and proved 
the retiring secretary for his work of the last 
most instructive. A vote of thanks was tendered 
three years. The following o cers were elected 
for 1922-23. 

President, Carl Chapel. 

Vice President, W. H. Winchester. 

Secretary, Max Burnell. 

Medicolegal Officer, F. B. Miner. 


Directors, N. Bates, C. H. O’Neil, H. E. Randall, 
J. G R. Manwaring, B. E. Burnell. 


Delegates to the State Society, J. C. Benson, C. 
Moll. 


Alternates Delegates, D. D. Knapp, W. H. Win- 
chester. 


W. H. MARSHALL, 
Secretary. 





HILLSDALE COUNTY 


The regular quarterly meeting of the Hillsdale 
County Medica] Society, was held at the court 
house, Hillsdale, Tuesday, October 10, at 7:30 
p. m., the president, Dr. Hanke, in the chair. 


Dr. Charles W. Hitchcock of Detroit, favored 
the society with an interesting and instructive 
paper, “Some Practical Lessons from Psychiatric 
Cases,” from the case notes of the author. He 
called especial attention to the danger of trust- 
ing patients suffering from melancholic dementia 
for a moment, no matter how earnest their prom- 
ises of good behavior. The paper was discussed 
by Dr. Sawyer and others and Dr. Hitchcock 
answered a number of questions by ‘Doctors 
Green, Sawyer, Barnes and others. 

The society then listened to a charming paper 
by Dr. Jas. M. Barnes of Waldron, ‘The Physician 
or Doctor,’ which was a forceful plea for a 
re-establishment between the doctors of today 
and their patrons of the old-time relationship 
and a depreciation of the commercial spirit that 
seems to be creeping into certain portions of the 
profession. Also the danger of trying to be too 
much of a ‘‘good fellow’ with the “bunch,” and 
the importance of the doctor spending his spare 
time in trying to learn more about his profession 
instead of in the pool room or hotel lobby. 

The discussion of this paper was general and 
it was greatly appreciated. 


Adjourned until the annual meeting. 
D. W. FENTON, 
Secretary-Treasurer. 





MONROE COUNTY 





The Monroe County Medical Society held their 
fall meeting at the Monroe club, Tuesday after- 
noon, October 17, at 2:00 p. m, 

The main business of the afternoon was the 
election of officers for the coming year. Those 
elected were: President, Dr. J. J. Siffin, Mon- 
roe; Vice President, Dr. S. U. Dussean, Erie; Sec- 
retary-Treasurer, Dr. H. W. Sandon, Monroe; 
Corresponding Secretary to State Journal, Dr. F. 
€. Thiede, Monroe; Member Medicine Defense 
Committee, Dr. C, T. Southworth, Monroe; Dele- 
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gate to State Convention, Dr. J. A. Humphrey, 
Monroe; Alternate, Dr. W. F. Acken, Monroe; 
Program Committee for year, Drs. A. W. Karch, 
W. F. Acken, and H. W. London, Monroe. 


One new member was voted in the society, Dr. 
C. J. Golinvaux, who has recently located in 
Monroe. 


We also had a very interesting paper and lan- 
tern slide demonstration of X-ray plates, show- 
ing numerous fractures and their complications, 
by Dr. A. M. Unger of Toledo, Ohio. 

It was decided to continue the regular monthly 
meeting and luncheon at the Park Hotel, the 
coming winter. They will be held every third 
Tuesday of the month and the program commit- 
tee, Drs, Karch, Acken and Landon promising us 
some very interesting papers for the coming year. 
Last year we had some very good meetings and 
the attendance was fair, but this year we want 
even better. All members are urged to appoint 
themselves as a committee of one and attend 
every meeting this coming winter, it is only one 
day a month and we are sure you can tear your- 
self away for one afternoon. We promise you 
the ‘‘eats’” will be as good as ever. Remember 
they start at 12 noon, the third Tuesday of each 
month, you will be notified by card. 


The following members were present at this 
meeting: Doctors Acken, Siffin, Southworth, 
Miller, Hathaway, Karch, Thiede, Humphrey, 
Landon and Golinvaux, all of Monroe and Dr. 


S. V. Dussean of Erie and Dr. O. M. Unger of 
Toledo. ; 





ACADEMY OF SURGERY OF DETROIT 





The regular meeting of the Academy of Surgery 
of Detroit was held at the office of Dr. Max Ballin, 
269 Rowena street, Friday evening, Oct. 13, at 8 
o’clock. 

The program for the evening was as follows: 
1—Gastric Fibroma Meningocele....Dr. N. M. Allen 
2—Syphilis of the Stomach................ 

BA eee ee Drs. R. C. Moehlig and E. G. Minor 
3—Blood Counts in Goitre...... Dr. David Kallman 
4—Anterior Abdominal Tenderness in Sacro- 

Iliac Strain............Dr. H. C. Saltzstein 
5—Remarks of Interest to the Society. .Dr. M. Ballin 

DR. MAX BALLIN, 
President. 

WYMAN W. BARRETT, 
Secretary. 





OFFICIAL MINUTES OF THE JOINT 
COMMITTEE ON PUBLIC EDUCA- 
TION. OCTOBER 9, 1922 





The meeting of the Joint Committee on Pub- 
lic Education was held in the Michigan Union 
at Ann Arbor at 12:0 p. m., October 9, 1922. 
President Burton presiding and the following 
members present: Burton, Kay, Olin, Cabot, 
McCracken, Sundwall, Dodge, Henderson, Storey, 
Frothingham, Huber, Biddle and Warnshuis. 

The minutes of the last meeting were approved 
as read. 


Professor Henderson, chairman of the sub-com- 
mittee on speakers and topics reported that 10,000 
copies of the University Bulletin had been printed. 
That 8,000 copies had been given state-wide dis- 
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tribution. That twenty-five lectures had been 
given and that since the opening of the Univer- 
sity for its 1922-23 session, 36 requests had been 
received for speakers. He further reported that 
these requests were coming in rapidly and that 
the extension committee was arranging for a 
large number of meetings to be held during the 
fall and winter months. 


Dr. Storey, Chairman of the Committee on Pub- 
lic Education of the Wayne County Medical So- 
ciety, addressed the committee regarding the 
plans of the committee of Wayne County. The 
committee engaged in a discussion of plans of 
co-operation with the Wayne County Committee 
and it was moved by Dr. Olin, supported by Dr. 
Dodge, that the chairman of our committee on 
Topics and Speakers co-operate with Dr. Storey 
in planning the meetings for Detroit and that a 
close laison be maintained by our committee on 
Speakers and Topics with Dr. Storey so that there 
would be no duplication of the lectures or con- 
flict with the work that is being done by the two 
committees. 


It was moved by Dr. Dodge and supported by 


Dr, McCracken that the Committee of Wayne 
County nominate ten names from Detroit for our 
Speakers’ Bulletin and that these men be avail- 
able for lectures throughout the state. 


Because of removal from the state or for other 
reasons, the Committee on Speakers and Topics 
was directed to remove from the Speakers list 
the following names: Harriet Leck, C. W. Ed- 
munds, Professor Warthin. 


On motion of Dr. Dodge, supported by Dr. 
Cabot, it was moved that the Chairman of the 
Committee on Speakers and Topics eliminate the 
names of lay speakers unless said lay speakers 
understand that they are to pay their own ex- 
penses, since the committee has no funds for this 
purpose. That their names may be retained up- 
on the list if these speakers understand that 
they are to pay their own expenses. 


Upon motion of Dr. Dodge, supported by Dr. 


’ Huber, it was moved that the name of every 


member of the Joint Committee be added to the 
list of speakers and that they be requested to 
submit the topics of their lectures. 


Moved by Dr. Biddle, supported by Dr. Dodge 
that Dr. Henderson communicate with the listed 
speakers and secure from them a new acceptance 
and the topic of their lectures. Further, that Dr. 
Henderson ask Dr. Storey, Chairman of the 
Wayne County Committee to submit an amended 
list of speakers. Carried. 

Moved by Dr. Biddle and supported by Dr. 
Kay that the Sub-Committee on Speakers and 
Topics be authorized to select speakers in coun- 
ties that have not submitted lists of speakers. 
Carried. 

Moved by Dr. Biddle, supported by Dr. Kay, 
that the Deans of the Medical Schools be au. 
thorized to submit supplemental lists of speak- 
ers. Carried. 


Moved by Dr. Frothingham, supported by Dr. 
Sundwall that letter heads be authorized. That 
said letter heads should contain the slogan of the 
committee, names of the members of the Joint 
Committee and in addition directing that cor- 
respondence regarding lecture engagements be 
sent to Dr. Henderson and correspondence re- 
garding the general activity of the committee be 
sent to Dr. Warnshuis. 


On motion of Dr. Dodge, supported by Dr. 
Cabot, the matter of establishing a course of lec- 
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tures in the colleges of Michigan for the benefit of 
the students attending these colleges was referred 
to President Burton for investigation and.recom- 
mendation. 


Upon motion of Dr. Cabot, supported by Dr. 
Dodge, the special committee on Speakers and 
Topics was authorized to compile and issue a 
second edition of the Bulletin for state-wide dis- 
tribution. ‘ 

Upon motion of Dr. Huber, supported by Dr. 
Kay, the Committee on Speakers and Topics was 
authorized to aid the State Commissioner of 
Health to the extent of supplying his department 
with speakers at the roundup meetings of the 
public health weeks that the department is con- 
ducting throughout the state. 


Upon motion of Dr. Dodge, supported by Dr. 
Cabot, the meeting adjourned to meet in Ann 
Arbor at 12 noon, January 16, 1923. 

F. C. WARNSHUIS, 
Secretary. 


Book Reviews 








OPHTHALMOSCOPY, RETINOSCOPY AND REFRAC- 
TION. W. A. Fisher, M. D., F. A. C. S., Professor of 
Ophthalmology, Chicago Eye, Ear, Nose and Throat 
College. Cloth, 217 pp. 248 illustrations. Published 
by author, 31 N. State St., Chicago, Ill. 
Ophthalmoscopy is generally considered as a 

di cult subject. It is one that is not taught 
either practically or successfully in medical col- 
leges, with the result that scarcely two per cent 
of practitioners coming to the author for post- 
graduate teaching know how to use. the 
ophthalmoscope. 

In the author’s opinion ophthalmoscopy and 
the fitting of glasses belong to the general prac- 
titioner, and acquirement of the necessary prac- 
tical and theoretical knowledge is easy, interest- 
ing and within the reach of all. 

This book has been written with the intention 
of teaching medical practitioners and students 
the practical use of the ophthalmoscope and 
retinoscope, with easy application of methods of 
study, to the detection of diseases of the interior 
of the eye, and for the fitting of glasses when they 
are indicated. 

By mastering the methods here described and 
equipping himself with the necessary instru- 
ments, there is no reason why the general practi- 
tioner should not prescribe so as to correct the 
common errors of refraction and become profi- 
cient in the use of the ophthalmoscope. 
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